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1. Introduction 


This report, one of a series of final reports by the Commission, attempts to 
deal with the issues which bear on the social policy which should be adopted 
towards cannabis. It deals with the nature and effects of cannabis, its distri- 
bution, and its patterns and extent of use. It also examines the existing law 
with respect to cannabis. Finally, it reports the conclusions of the Commis- 
sion on the issues and makes recommendations to the federal government 
concerning legislative policy. 


To place this report in proper perspective it is necessary to recall the 
Commission’s terms of reference. These are set forth in the Order-in-Council 
(P.C. 1969 - 1112), which established the Commission on May 29, 1969, as 
follows: 


(a) to marshal from available sources, both in Canada and abroad, data and 
information comprising the present fund of knowledge concerning the non- 
medical use of sedative, stimulant, tranquillizing, hallucinogenic and other 
psychotropic drugs or substances; 


(b 


— 


to report on the current state of medical knowledge respecting the effect of 
the drugs and substances referred to in (a); 


(c) to inquire into and report on the motivation underlying the non-medical use 
referred to in (a); 


(d) to inquire into and report on the social, economic, educational and philo- 
sophical factors relating to the use for non-medical purposes of the drugs 
and substances referred to in (a) and in particular, on the extent of the 
phenomenon, the social factors that have led to it, the age groups involved, 
and problems of communication; and 


(e) to inquire into and recommend with respect to the ways or means by which 
the Federal Government can act, alone or in its relations with Government at 
other levels, in the reduction of the dimensions of the problems involved in 
such use. 


Clearly we are required to focus our inquiry not on cannabis alone, but on 
a very broad range of psychotropic substances. This we have done, and the 
results of our inquiry with respect to other drugs will be published in a 
subsequent final report. of other subject areas referred to in our Terms of 
Reference. We believe, however, that the issues surrounding the use of 
cannabis in Canada today warrant detailed examination in a separate report. 


However, as we noted in our Jnterim Report, the use of a particular drug in 
our society cannot be examined realistically without reference to other forms 
of prevailing drug use. Accordingly, in this report we will make frequent 
reference to possible relationships between cannabis use and other forms of 
non-medical drug use. A more general and comprehensive discussion of 
multiple-drug use will appear in a later report. 


We have not attempted in this report to examine in detail the question of 
motivation to use cannabis, although it is touched on to some extent in the 
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chapter on patterns of use. This requirement of our terms of reference will be 
met in a subsequent report in which this important aspect of our inquiry will 
be discussed and analysed more comprehensively than would have been 
possible within the context of cannabis use alone. 


THE COMMISSION’S PUBLIC HEARINGS 


At the outset of our work, we determined that if we were to adequately 
examine the phenomenon of non-medical drug use within the context of 
modern life in Canada, we would have to rely not only on the information 
and opinions of scientists and of experts, but also on the opinions, attitudes 
and experience of individuals in many parts of Canada. It was for this reason 
that we began our first round of public hearings in September 1969, and, 
following the publication of our Interim Report, we undertook a second round 
of public hearings. It was our objective in this latter round of hearings not 
only to increase our awareness of the views of the Canadian people, but also, 
wherever possible, to obtain from them their own sense of the value of the 
perceptions, conclusions and interim recommendations contained in the Jn- 
terim Report. 


In all, the Commission held public hearings for 46 days, travelling some 
50,000 miles to 27 cities and 23 university campuses in all the provinces of 
Canada. A total of 365 submissions were presented to us at these hearings 
and an additional 50 were forwarded for our consideration to the Commis- 
sion’s office in Ottawa. We estimate that approximately 12,000 people in all 
segments of Canadian society attended and participated in these hearings. 
More than 500 Canadians also expressed their views to us through private 
correspondence. We believe that our awareness of the response of the public 
to non-medical drug use was much enhanced by these attempts to provide, 
through the public hearings, a forum for frank and informal exchanges of 
opinion. 


As we said in our Interim Report, we were very impressed by the candor 
with which people of all ages came forward and spoke from a depth of 
conviction and feeling about the phenomenon of non-medical drug use and 
its relation to other aspects of social and cultural change today. 


THE COMMISSION RESEARCH PROGRAM 


Our inquiry, of course, extended far beyond the scope of public attitudes in 
Canada. While science cannot itself provide ultimate answers to complex 
social phenomena involving various economic, legal, philosophical and moral 
issues, it 1s an important and necessary instrument in any systematic search 
for explanation and understanding. For this reason, the Commission has 
invested heavily in the scientific evaluation of many facets of current can- 
nabis use in Canada. 


We have developed a library that currently contains some 2,600 published 
and unpublished papers dealing with various aspects of cannabis. This does 
not represent the total number of papers surveyed by the Commission, but 
primarily those which we felt necessary to acquire for extended study. We 
have had full access to the library and documentation facilities of the 
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Addiction Research Foundation of Ontario, to the Library of the Department 
of National Health and Welfare, to the National Library, and to the National 
Science Library. In addition, we have received considerable assistance from 
other libraries in Canada and abroad through inter-library loan and special 
subject searches. Examples of these are the U.S. National Institute of Mental 
Health Clearinghouse for Drug Abuse Information, the U.S. National Li- 
brary of Medicine, and the Science Information Exchange of the Smithsonian 
Institution. 


Chapter 2 of this report, entitled Cannabis and Its Effects, is the product of 
an intensive and comprehensive review of existing scientific literature, inte- 
grated with the results of the Commission’s own research program. We have 
tried to encompass the relevant knowledge in the areas of cannabis botany 
and chemistry, as well as the physiological, psychological and behavioural 
ramifications of cannabis use. The Commission’s Research Director, Dr. 
Ralph D. Miller, has had direct supervision over this aspect of our research 
program. He was assisted in this work, and at various stages in the prepara- 
tion of our review, by Dr. Ralph W. Hansteen, Joan Brewster, Patricia 
Oestreicher, Marilyn Jarvis and other members of the research and consulting 
staff. 


Drs. Miller and Hansteen were responsible for conducting the Commis- 
sion’s experimental program investigating various acute effects of cannabis 
on humans. This phase of our research, which was initiated in 1971, is 
described in the chapter of the report dealing with Cannabis and Its Effects 
and, in more detail, in Annex A of that chapter. This research was designed to 
fill significant gaps in existing knowledge on issues of particular social 
relevance. 


We appreciate the co-operation of Dr. L.D. Reid of the University of 
Toronto Institute of Aerospace Studies in collaborating with the Commission 
staff in studying the effects of cannabis and alcohol on psychomotor function. 
We were fortunate in having available to us the laboratory facilities of Dr. 
Heinz E. Lehmann at the Douglas Hospital in Verdun, Quebec for experi- 
ments investigating the effects of synthetic tetrahydrocannabinol and mari- 
juana. The Department of National Defence facilitated our program by 
providing a site for our studies of the effects of cannabis and alcohol on some 
automobile driving tasks. Other researchers who have contributed signifi- 
cantly to our experimental program include Cannie Adamec, Lawrence P. 
Lonero, Dr. Barry Jones of McMaster University, Dr. Leonard Theodore of 
York University, Dr. Stephen Link of McMaster University, and Dr. Ronald 
Siegal of the University of California. 


In addition to an extensive review of the international literature on possible 
adverse reactions and other medical complications associated with cannabis 
use, we have further examined the Canadian experience in a variety of ways. 
Formal studies conducted include a national survey of psychiatric hospitals, a 
multi-faceted study of physicians practising in the Ottawa area, and an 
investigation of innovative services and street clinics (as well as some formal 
treatment facilities) across the country. Data obtained from these sources 
were supplemented with information from public and private hearings, 
formal briefs and written submissions to the Commission, and by regular 
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contact with certain key persons involved in the treatment of drug-related 
problems, both across Canada and abroad. Commission Research Assistants 
Joan Brewster and Barry Hemmings have made major contributions to these 


projects. 


In examining the botanical aspects and cultivation of cannabis, we were 
greatly assisted by the work of Dr. Ernest Small of the Department of 
Agriculture. In addition, Lucille Barash provided a review of the history of 
hemp cultivation in Canada. 


In order to determine some of the chemical characteristics of cannabis 
currently being used illicitly in Canada, the Commission initiated chemical 
studies of cannabis samples obtained from a variety of sources, including 
police seizures and contributions from private individuals. In addition, we 
surveyed all major analytic facilities in the country for cannabis information. 
Extensive chemical studies were also made of the various cannabis samples 
obtained from the Health Protection Branch of the Department of National 
Health and Welfare for use in Commission experimental projects. P. Oe- 
streicher and R.D. Miller were assisted at various stages in this research by 
Dr. Michael Willinsky and Kevin Fehr of the University of Toronto, Harry 
Beckstead of the Health Protection Branch, and Dr. Joan Marshman and her 
staff at the Addiction Research Foundation. 


We have relied to a significant degree on research in the social sciences to 
amplify our knowledge and understanding of cannabis use in Canada. As 
directed in our terms of reference, we sought to determine the extent and 
patterns of the use of this and other drugs. Much of our information comes 
from several national surveys initiated by the Commission. These data re- 
quire further analysis for detailed presentation, which will be made in a 
subsequent report, but we refer to the essential conclusions from it concerning 
the extent of use in Chapter 4. The surveys were carried out, under contract to 
the Commission, by the Survey Research Centre of York University, under 
the direction of Sondra B. Phillips and the general supervision of Dr. Michael 
Lanphier. Our surveys in the Province of Quebec were carried out by le 
Centre de Sondage de |’Université de Montréal. 


In order to adequately comprehend the patterns of cannabis use, and some 
of the legal and economic implications in Canada, we investigated in consid- 
erable detail the sources and distribution of cannabis at various levels in the 
society. Mel Green, the Commission’s Senior Research Assistant, supervised 
the investigation of the sources and patterns of trafficking at both the 
international and domestic levels. 


The Commission conducted a study of the social and personal characteris- 
tics of conventionally employed Canadians over the age of 27 who were users 
of cannabis. Further, in order to determine some of the dimensions of 
marijuana and hashish use in a natural setting, the Commission analysed the 
recorded activity and actual drug consumption patterns (over a period of a 
month) of a small group of cannabis users who were students or gainfully 
employed adults. We also studied the use of cannabis and other drugs by 
young people across the country using participant observation techniques. 
Mel Green had major responsibility for these studies. 


1. Introduction 


We express our thanks to the many other staff scientists not previously 
noted who assisted us in our sociological research. We make special mention 
of Research Assistants Judith Blackwell, Burton Leathers, David McLachlen, 
Gordon Smith, and Research Associate Dr. Lynn McDonald of McMaster 
University. 

Our examination and assessment of the existing law and law enforcement 
methods in Canada required a detailed empirical investigation of these 
aspects of social policy. This research was carried out under the direction of 
Professor John Hogarth of Osgoode Hall Law School, York University, 
assisted by Robert Solomon. Research into the doctrinal aspects of the law 
was conducted by Professor Paul Weiler, of Osgoode Hall Law School, and a 
comparative study of foreign drug legislation was carried out by Professor 
Stuart Ryan of the Queens University Law School. We are also grateful for 
the co-operation provided to us in this phase of our inquiry by the Royal 
Canadian Mounted Police, Statistics Canada, and the Bureau of Dangerous 
Drugs of the Department of National Health and Welfare. 


Detailed technical reports presenting a comprehensive discussion of certain 
projects from the Commission research program will be published subsequent 
to this report. 


CONSULTATION, ADVICE AND INFORMATION 


The growing use of cannabis obviously is not confined to Canada. Its 
increasing prevelance in this country reflects a trend that has been observed in 
a number of other areas of the world. The observations, experiences and 
opinions of experts and other observers in numerous countries have been 
available to us. In some cases, members of the Commission and staff have 
gone abroad to seek the experiences of those conversant with the phenome- 
non in their own countries. We also sought their views and expertise in a 
number of private meetings and symposia held in Canada. Representatives of 
the Commission attended most of the major scientific conferences around the 
world dealing with cannabis during our mandate. We are grateful for the 
insights and knowledge so readily passed on to us, particularly in the fields of 
law and science. 


We make special mention of the assistance provided to us by the Addiction 
Research Foundation of Ontario. The availability of data from their docu- 
mentation centre and library greatly facilitated the work of the Commission 
research staff, as did the chemical analytic services provided. In addition, we 
are appreciative of the generous advice and consultation provided at various 
stages of our inquiry by members of the Foundation research staff. We are 
also grateful for the co-operation so readily given by Dr. A.B. Morrison and 
his colleagues in the Health Protection Branch of the Department of National 
Health and Welfare. 


Finally, our thanks go out to the other members of the Commission’s 
regular staff and consultants whose labour and dedication made possible the 
implementation of our research program and the publication of this report. 
C. Michael Bryan, the Commission’s Special Assistant, co-ordinated the 
editing and publishing of the report. A list of the Commissioners and staff 
appears in Appendix B. 
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Chapter 2 


Cannabis and Its Effects 


2. Cannabis and Its Effects 


INTRODUCTION" 
The Identity and History of Cannabis 


Marijuana and hashish come from Cannabis sativa L.,"! an herbaceous 
annual plant often called “Indian Hemp”, which readily grows wild or is 
cultivated in most of the tropical and temperate areas of the world including 
Canada. Cannabis is one of man’s oldest cultivated non-food plants and is 
thought to have originated in Asia»“° Although many varieties with 
somewhat different physical and chemical characteristics are often 
distinguished, most botanists consider these to be members of a single species. 
Some confusion has been caused by the botanically incorrect use of the word 
hemp in referring to the commercial fibres obtained from a variety of other 
fibre-producing plants." In this report, hemp is taken to mean “true hemp” or 
Cannabis sativa. Cannabis is closely related to Humulus, the genus of the hop 
plant. 


What is commonly referred to as marijuana (often called ‘grass’, ‘pot’, 
‘weed(s)’, ‘bush’, ‘tea’, ‘reefer’, ‘boo’, ‘Mary Jane’ or the more general ‘dope’ 
or ‘shit’?) in North America, is usually a mixture of crushed cannabis leaves, 
flowers, and often small twigs, and may vary considerably in potency from 
one sample to another. Similar preparations are known as bhang (the more 
potent and carefully prepared flowering tops as ganja) in India, kief in 
Morocco, and dagga in southern Africa. In Jamaica, ganja may refer 
generally to marijuana. The plant produces a resin which, in relatively pure 
form, is called hashish (‘hash’) in the West and much of the Middle East, and 
charas in India. Hashish is usually prepared by shaking, pressing or scraping 
the amber resin from the plant, although solvent techniques might be used. In 
general, hashish is several times as potent on a weight basis as marijuana, 
although this is not always the case. The label hashish has sometimes been 
applied to special flower and leaf preparations of the plant, as well as to the 
resin, although this broad use of the term is now uncommon except in parts 
of Egypt. In addition to these common forms of cannabis, concentrated 
extract is available in some countries in an alcohol solution (tincture of 
cannabis) designed for medical or research purposes, and several of the 
cannabinoid compounds present in the natural plant material and related 
synthetics are available in relatively pure form for research. 
Tetrahydrocannabinol (THC), the principal active compound, is rarely, if 
ever, available on the ‘black market’. In this report, the general term cannabis 
will be taken to cover all the various forms of hemp drugs (marijuana, 
hashish, THC, etc.). 


A brief glossary of some scientific and technical terms employed in this 
chapter appears at the end of this report. 


There are several hypotheses regarding the etymology of the word 
marijuana or marihuana. Many believe it derives from the Mexican name for 
‘Mary Jane’, or ‘Mary and Jane’ (Maria y Juana). Others have suggested that 
it is related to mariguano (a Mexican-Spanish word for “intoxicant’), or its 
linguistic relative maraguango (a Panamanian provincialism). Numerous 
other derivations of marijuana have also been proposed."“! 
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Centuries ago, the Arabic word hashish was generally equivalent to ‘dry 
herb’ or ‘grass’ and later, more specifically, ‘hemp’ and often ‘cannabis 
resin’!”4°? It has often been said that the present English word assassin is 
developmentally linked with the word hashish. A variety of interesting and 
conflicting tales have been told of the legendary Hassan, “The Old Man of the 
Mountain” of 11th Century Persia, and his religious followers, called by 
some the “ashashin”’, and the possible role of cannabis and other drugs in 
connection with their religious, political and military endeavours. Both the 
validity of this linguistic derivation and the ultimate historical veracity and 
pharmacological significance of the legend are still matters of some 
dispute.” 16,368,392 


In many societies, Cannabis sativa has been a highly valued crop for 
reasons other than the plant’s medical and non-medical pharmacological uses. 
The durable fibres of the woody trunk are used in the production of hemp 
rope and twine, and are woven into fine or rough cloth for such diverse 
products as blankets, clothes, flags and boat sails. The plant is one of the most 
efficient producers of cellulose pulp employed in paper production and is used 
in the manufacture of some paper money. The seeds are an abundant source 
of oil (similar to linseed oil) used in paint and soap. The seeds are also used as 
food for man, animals and, most commonly, for poultry and other birds. 
Seedlings and seed cake are used for fish bait in some countries. The plants 
have been grown to control soil drift and have been used as windbreak fence 
in Canada and many other countries. 


It is often said that the first detailed description of cannabis appeared in a 
medical book prepared by the legendary Chinese Emperor, Shen Nung (Circa 
2700 B.C.).° This pharmacy treatise, attributed to the mythical Shen Nung, 
was actually written by early Han dynasty scholars only a few centuries B.C, 
Archaeological data suggest that the knowledge of the use of hemp for 
various purposes goes back at least 6,000 years. Evidence of cannabis has 
been discovered in an Egyptian site considered to be between three and four 
thousand years old, and the Scythians are reported to have grown hemp in the 
Volga region during the same period. Herodotus wrote of the Scythian 
practice of inhaling the fumes of burning cannabis as part of a funeral 
purification rite about 450 B.C.7'%6'°4 The earliest Indian Vedas, 
composed before 1400 B.C., refer to the pharmacological virtues of cannabis 
and the Sanscrit manuscript Zend-Avesta, written in Northern Iran about 600 
B.C., mentions the inebriating properties of cannabis resin.°” The Hindu 
deity Shiva is the Lord of bhang among many other things, and bhang still 
plays an important symbolic and pharmacological role in the religious 
practices of many Hindus today. Charas (hashish), however, has not been 
traditionally involved in the worship. 


Cannabis is said to have reached Spain approximately one thousand years 
ago, during the Moslem occupation, but Europeans appear to have had little 
acquaintance with the drug at that time.”?” There was some importation into 
Europe during the seventeenth century,'” but serious European investigation 
of the social, religious or medical uses of cannabis did not occur until after 
the entry of Napoleon’s expeditionary force into Egypt in 1798.%’"7!*" The 
use of cannabis in Western medicine was reinforced in 1843 by 
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O’Shaughnessy,“” a British physician returning from India, and, in France, 
Moreau de Tours wrote extensively on the therapeutic uses and abuses of 
cannabis during the same period." 


Some European adventurers had used the drug earlier as a consequence of 
their travels through the Arab world. But it was not until 1844, with the 
founding of the famed Club des Hachischins in Paris, that the use of cannabis 
gained an appreciative, if very small and temporary, European following. 
The members of this club (including such French authors as Balzac, Hugo, 
Baudelaire and Gautier) used cannabis out of artistic and intellectual 
curiosity, and their personal experiences with the drug, as recounted by 
Baudelaire and Gautier, outraged the French bourgeoisie of the mid- 
nineteenth century.'“” The Club des Hachischins, however, must be viewed 
as an exceptional episode in the European history of cannabis, as marijuana 
and hashish have only very recently (following the popularization of 
American practices) been used to any significant extent in Western 
Europe: | 


Bloomquist states that the use of cannabis was already firmly established 
among the indigenous peoples of Central and South America by the time the 
Spanish Conquistadores arrived in the sixteenth century.’ The Spaniards did, 
however, introduce the cultivation of cannabis for its hemp fibre to Chile 
about 1545,!3 and consumption of the drug is said to have gained currency in 
Brazil with the arrival of African slaves who were familiar with its use.”! 


The cultivation of hemp was apparently introduced to North America by 
Louis Hébert, Champlain’s apothecary, in 1606 in Nova Francia (Nova 
Scotia)2? The pilgrims planted hemp soon after that in New England. First 
France and then England encouraged hemp cultivation in the their New 
World colonies, both for domestic requirements such as clothing and cordage, 
and to provide sails and rigging for their ships. Cannabis fibre was needed by 
the major naval powers of the time to outfit their sailing fleets, and when 
British access to such supplies in the East Indies was restricted by their Dutch 
rivals in the late sixteenth century, the British were forced to develop other 
hemp sources. Consequently, King James | commanded the American 
colonists to produce hemp, and, by 1630, cannabis was a staple crop on the 
East Coast.’ Later, the government of Virginia awarded bounties for hemp 
culture and manufacture, and imposed penalties on those who did not 
produce it.” Similar stern attempts to stimulate the industry occurred in 
Eastern Canada’ The wagons which carried the pioneers westward were 
covered with hempen fabric and approximately half of the clothing worn by 
the colonials during the seventeenth century and almost all of the clothing 
worn by the slaves until 1847 is said to have been made from this 
material 29777719743 


Apparently the early colonists did not use hemp for its intoxicating effects. 
But there is some possibility that certain individuals, including George 
Washington (who cultivated cannabis on his Mount Vernon plantation), were 
aware of its medicinal properties.'*°’ Some North American Indians, most 
notably Sitting Bull, incorporated cannabis into the smoking mixtures used in 
their peace pipes." It is also likely that African slaves brought with them 
some knowledge of the pharmacological properties of hemp.”"” 
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During the nineteenth century, the non-medical use of cannabis as a 
psychotropic substance in North America was apparently quite limited. At 
approximately the same time as Baudelaire was recording his experiences 
with hashish in Paris, a few Americans were also experimenting with the 
drug.'° Bayard Taylor, a popular novelist and foreign diplomat, reported his 
adventures with hashish in Egypt and Damascus in 1855.7'°?! F. H. 
Ludlow, a college junior in Poughkeepsie, New York, legally procured a 
sample of cannabis resin from his local pharmacist after having his curiosity 
aroused by the mention of hashish in The Arabian Nights. His experiments 
with the drug resulted in his publication of a monograph on the subject of 
cannabis in 1857.!*78 Around the same time, Dr. Horatio Wood recounted 
his personal use of hashish to the American Philosophical Society®” and 
cannabis was recommended as a therapeutic aphrodisiac in a marriage guide. 
In 1912, Dr. Victor Robinson published two articles in a professional medical 
review detailing the effects of hashish as experienced by both himself and 
friends.” These accounts, however, do not reflect general drug use patterns at 
that time. Popular non-medical consumption of cannabis in North America is 
a 20th century phenomenon, although quasi-medical and medical use of a 
variety of cannabis preparations, including elixirs and medicines, occurred 
earlier. The history of the non-medical use of cannabis is discussed further in 
Chapter 4 of this report. 


North American hemp farming became less profitable after the advent of 
steam power around 1770 (which reduced the need for sails and rope) and 
with the invention of the cotton gin in 1793 (which diminished the market 
for textiles produced from hempen fibre).’"!” The commercial value of 
cannabis consequently declined and cultivation was later abandoned in New 
England, although it was maintained in other areas of the United States, 
particularly in the Midwest.'? The commercial cultivation of cannabis for 
both domestic and export purposes continued at a limited level in Canada 
until the early 1930s, when the stock market collapsed and the subsequent 
reduction in the demand for and value of hemp made further production 
uneconomical. In 1938 an amendment to The Opium and Narcotic Drug Act 
prohibited the cultivation of cannabis without special authorization, and 
hemp fibre used in Canada since then has been imported. 


The severing of Far Eastern supply routes during the Second World War 
led to a temporary resurgence of United States hemp production. The plant 
Strains grown were generally selected for high fibre content and low 
pharmacological activity. The reopening of foreign fibre sources and the 
introduction of synthetic substitutes at the conclusion of the war drastically 
curtailed domestic cultivation and there is currently no legal commercial 
production of hemp in North America. The major hemp-producing countries 
today (for example, Russia, Italy and Yugoslavia) consume most of their 
domestic stock and export very little. In many areas, hemp plants have 
escaped cultivation and now exist as weeds. Despite the lack of a legitimate 
commercial market, cannabis still grows untended throughout most of the 
United States and Southern Canada. It has recently been suggested that a 
modern hemp industry be encouraged in North America for ecological as 
well as economic reasons, since cultivated cannabis is several times more 
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efficient in producing pulp for paper on an annual acreage basis than is forest 
woodland.” 


The Cannabis Literature 


In the past decade, the controversy surrounding cannabis in North America 
has reached epidemic proportions. Alleged authorities have taken 
diametrically opposed positions regarding the drug, not only on moral and 
social policy issues, but on the supposedly hard scientific facts as well. 
Although the current world literature on cannabis numbers over 2,000 
technical publications, few of these papers meet modern standards of 
scientific investigation. The majority of the available reports are poorly 
documented and ambiguous, emotion-laden and sometimes incredibly biased, 
and can, in general, be relied upon for minimal verified information. 
Scientific expertise in the area of cannabis has been limited by the simple fact 
that until recently there has been little clearly established scientific 
information available, and preconceived notions have often dominated the 
interpretation of ambiguous data. The past confusion is exemplified by 
current legislation in many areas of the world, including Canada and parts of 
the United States, which classifies cannabis with the opiate narcotics for 
control purposes, even though these drugs are pharmacologically and socially 
quite different. 


The retarded state of scientific knowledge of cannabis can be attributed to 
several factors. To begin with, until recently, governmental restrictions on the 
medical and scientific use of cannabis in North America have been so strict 
that the majority of would-be researchers have found it more attractive to 
work in other areas. Secondly, since the widespread and middle-class use of 
cannabis in North America is a relatively recent phenomenon, it has not, in 
the past, been considered a particularly high priority research area from a 
public health standpoint. In addition, until the last few years, there was little 
possibility of standardizing or comparing the cannabis substances being 
studied since the relevant aspects of cannabis chemistry were unknown. 
Consequently, there was little basis for comparing reports, and 
generalizations from one study to another were limited. Much of the 
contradictory evidence previously reported may well be a function of widely 
differing doses of active cannabinoids being studied under different 
conditions. 


However, many of the older reports are not without value. Interestingly, in 
many areas, recent formally designed studies have done little more than 
confirm the observations of a few carefully documented, but perhaps 
technologically limited investigations of the past. 


The observations collected during centuries of relatively unrestricted 
cannabis use in regions of the East have rarely been scientifically documented, 
partly because most of what we consider modern science has been, until 
recently, a Western phenomenon. In addition, many of these countries have 
had considerably more pressing public health problems demanding the 
devotion of limited scientific and medical resources. Although profound 
cultural, moral and legal differences complicate the problem of generalizing 
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from reports of Eastern usage to the current North American scene, careful 
consideration of this literature is warranted. 


In spite of strong disagreement among extremists on many points in the 
cannabis controversy, major governmental and international reports by 
independent groups of various backgrounds, and covering three-quarters of a 
century, have come to some surprisingly similar conclusions regarding the use 
and effects of cannabis. However, the effects of these reports on government 
policy have generally been limited. Major reports include the British Indian 
Hemp Drugs Commission Report (1893-4); Mayor La Guardia’s report on 
The Marihuana Problem in The City of New York (1944);*’ the South African 
Dagga Report (1952); *”’ the United States President’s Commission on Law 
Enforcement and Administration of Justice Task Force Report: Narcotics and 
Drug Abuse (1967);°” the British Advisory Committee on Drug Dependence 
Cannabis (1968), a report prepared under the chairmanship of the Baroness 
Wootton of Abinger;*” our own Interim Report of the Commission of Inquiry 
Into the Non-Medical Use of Drugs (1970);'°° the Swedish Government’s 
official investigations on The Narcotic Problem: Part III, Coordinated 
Measures (1969); the First Report of the Board of Health Committee on 
Drug Dependency and Drug Abuse in New Zealand (1970);*” the United 
States Department of Health, Education, and Welfare report Marihuana and 
Health (1971);°' the Australian Drug Trafficking and Drug Abuse report 
(1971); and the World Health Organization technical report on The Use of 
Cannabis (1971).°* A major U.S. Commission of inquiry is currently being 
conducted, as well, and a report on cannabis is expected in 1972. In addition, 
in the past two years, a number of other significant cannabis reviews and 
bibliographies relevant to the present discussion of cannabis and its effects 
have been published."! 


The Pharmacological Classification of Cannabis 


The pharmacological classification of cannabis is still the subject of much 
controversy. At a recent conference,’® Hollister voiced the opinion that 
“attempts to force it [cannabis] into some pharmacological cubby-hole are 
doomed to failure.”’ Similarly, at the same meeting, Domino argued that 
cannabis has “...only superficial relationships with other drugs”.'*? Cannabis 
has been compared to, and apparently has characteristics in common with a 
wide variety of drugs including alcohol, LSD and mescaline, nitrous oxide, 
amphetamines, atropine, opiate narcotics, barbiturates and the minor and 
major tranquilizers. Under various conditions and doses cannabis has been 
shown to have stimulant, sedative, analgesic and psychedelic effects. Some 
argue that marijuana should be classified as a sedative-hypnotic-general 
anesthetic like alcohol and nitrous oxide; others feel that it is a mixed 
stimulant-depressant; still others describe it as a mild hallucinogen— 
especially at higher doses; many feel it should be listed in a separate 
category.'°%199?%.3,49157°.°78.658 Paradoxically, cannabis has been shown to 
potentiate both the stimulant effects of amphetamines and the sedative effects 
of barbiturates in animals.°'® Legally, cannabis has traditionally been 
classified with the opiate narcotics, and while they may share some 
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euphorogenic and analgesic properties, they are otherwise quite distinct 
pharmacologically. 


Cannabis, as it is most commonly used in North America, in low doses 
somewhat resembles alcohol in its subjective effects. Larger doses are more 
‘psychedelic’, and with very high doses, persons have reported ‘acid’ (LSD)- 
like experiences. Hollister, as quoted by Smith,” has suggested that 
marijuana lies halfway between alcohol and the hallucinogens, combining 
“the best of both worlds”. The 1971 United States report Marijuana and 
Health®! discusses in some detail the similarities and differences between 
cannabis and other drugs. In the context of its social use, marijuana is 
considered to be more like alcohol than LSD. The report concludes: 
“Pharmacologically speaking, cannabis is unique and distinct from the 
psychotomimetics, opiates, barbiturates and amphetamines.” It is clear that 
any attempt to completely specify a pharmacological classification for 
cannabis must include a clear delineation of dose, as well as the set and 
setting of use. The Commission has, for the purposes of this report, classified 
cannabis with the psychedelic-hallucinogenic compounds. 


CHEMICAL AND BOTANICAL ASPECTS 


The General Chemistry and Botany of Cannabis 


In the early 1940s, the psychotropic fraction of cannabis resin was isolated, 
and scientists came close to identifying the principal active compounds,°*"* 
but few subsequent advances were made until the 1960s. In the past ten years, 
considerable progress has occurred: the major natural cannabinoids have 
been isolated, their structures elucidated, and, in many instances, procedures 
for their synthetic production have been developed.“' The term 
cannabinoid refers to a class of Carbon 21 compounds typical of and present 
in Cannabis sativa, including a number of their carboxylic acids, analogues, 
and other transformation products.”! Similar synthetic compounds, although 
not present in cannabis, may also be termed cannabinoids. The cannabinoids 
are also often collectively referred to as cannabinols, but since the term 
cannabinol is also applied to a specific compound, the less ambiguous label 
cannabinoid is preferred. The major cannabinoids of interest are 
tetrahydrocannabinol (THC), cannabidiol (CBD), and cannabinol (CBN), and 
their corresponding carboxylic acids (see Figure 1), although a large number 
of other minor related compounds have been identified.?>°".O1e*0e 


A variety of technical labels has been suggested for THC and related 
compounds, leading to a rather confusing scientific controversy over 
nomenclature?! The most prevalent and pharmacologically important 
isomer of tetrahydrocannabinol is often referred to as either ]- A’-frans- 
tetrahydrocannabinol (A’ THC) or |-A’-trans-tetrahydrocannabinol ay 
THC) while a secondary isomer (present in fewer instances, and then 
generally in relatively minute quantities) is called 1-A*-trans- 
tetrahydrocannabinol (A* THC) or l-A )_trans-tetrahydrocannabinol ( A" 
THC or just A® THC), depending upon the nomenclature system preferred 
(one is based on the formal pyran numbering scheme and the other on the 
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FIGURE 3 


CANNABIS SATIVA L. 
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From ‘‘Marihuana’’ by Lester Grinspoon. Copyright © 1969, by Scientific American, 


Inc. All rights reserved. 
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monoterpenoid system). Although the latter approach is in some respects more 
consistent, the pyran system has recently gained dominance in the English 
literature, and will be employed here. (An example of the two different 
systems is presented in Figure 2.) A serious effort should be made, on an 
international basis, to develop a uniform cannabis nomenclature system.) In 
this report, the two major forms of THC are referred to as A°’ and A* when 
this level of specification is necessary; otherwise the general label THC will be 
more routinely employed. 


Numerous cannabinoids have been considered potential candidates in the 
search for the active principles of cannabis, but it appears that certain forms 
of THC are the primary psychoactive constituents. Commission research*”*”" 
supports earlier evidence that a single isomer of THC (that is, NUH @) is 
generally responsible for the major psychological, behavioural and 
physiological effects of marijuana in man.” Although it would appear that 
cannabinol (CBN) and cannabidiol (CBD) have little direct behavioural 
effect, evidence is not entirely consistent'*?*°*°? and thorough 
quantitative studies of these cannabinoids, or A® THC, have not been 
conducted in humans. Propyl and methyl homologues of THC and other 
cannabinoids have been identified in some cannabis samples.”*“”°* Very 
limited concentrations of non-cannabinoid compounds with some biological 
activity have recently been reported,”’***"' but their general contribution to 
the overall cannabis effects have yet to be demonstrated and would seem to be 
negligible." The pharmacological role of A°® THC will be discussed in more 
detail in a later section. In addition to the natural cannabis materials, during 
the past three decades considerable research has been done with synthetic 
cannabinoids (for example, DMHP, and Synhexyl or Pyrahexyl). 


Since many basic questions of cannabis chemistry have only recently been 
resolved, serious difficulties exist in interpreting quantitative studies of 
cannabis carried out prior to 1971. Earlier techniques for extraction, 
identification, and quantitative analysis of cannabinoids in marijuana and 
hashish are of questionable validity and, in many instances, are grossly 
inadequate. Even in 1971, considerable analytic variability existed among 
different chemistry laboratories. The Commission has found discrepancies of 
several hundred per cent in quantitative A” THC analyses (and even greater 
differences in estimates of other cannabinoids) obtained with standard 
cannabis samples submitted to reputable, authorized laboratories in Canada 
and the United States. Similar inconsistencies, both within and between 
laboratories, have been noted by others.”’* Our informal survey of major 
analytic facilities in North America revealed a consensus of opinion that most 
of the quantitative cannabis chemistry work to date is probably not adequate, 
and resulting estimates of cannabinoid quantities may contain errors of 
considerable proportions. This would indicate that many recent 
pharmacological studies of cannabis, which have attempted to specify THC 
dosage, may not be relied upon for specific quantitative information. 


The Food and Drug Directorate [now the Health Protection Branch] of the 
Department of National Health and Welfare (DNHW) and, separately, the 
United States National Institute of Mental Health (NIMH) have initiated 
programs designed to develop and communicate standard analytic 
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techniques. The success of the programs has not been formally ascertained 
and no new studies of interlaboratory reliability have yet been reported. Such 
follow-up research, on an international scale, should clearly be given high 
priority. 


While much is known regarding the agricultural aspects of hemp fibre 
production, until recently, little systematic botanical work using modern 
scientific techniques had been conducted into the pharmacological aspects of 
the plant.°’ Two major botanical projects are now underway in North 
America and are contributing greatly towards bridging the information gap. 
A joint Department of Agriculture-Department of Health and Welfare 
project is in progress in Ottawa,°°* and in the United States the NIMH is 


sponsoring a botanical program at the University of Mississippi.” 


Depending on hereditary constitution and on the environment in which 
they are grown, tremendous differences in cannabis plants have been 
observed in such characteristics as height (less than one to more than thirty 
feet) and maturation time (less than two to more than ten months). Various 
plants differ considerably in other physical and chemical characteristics, as 
well.'°*°°* Cannabis usually has separate male and female plants, although 
hermaphroditic (monoecious) forms producing flowers of both sexes occur. 
The two sexes are generally indistinguishable until flowering begins. The 
males flower first, producing long feathery stalks, and die soon after their 
pollen is released into the air. The plants are wind pollinated, although bees 
are attracted to the male flowers. The fertilized female flowers produce ovoid 
fruits or seeds (2-3 mm in length) surrounded by bracts of small tightly 
packed leaves. No seed is produced if the flower is not fertilized. Female 
plants growing outdoors generally continue to live until killed by inclement 
weather (frost in northern latitudes, drought in many southern climates) but 
can be kept alive indoors for years.'°”°°’ 


Cannabinoids are primarily produced on the skin of the plant by small 
glands which are most plentiful on the flowers, the bracts which cover the 
fruit in the female, and the smaller leaves. Larger leaves and the skin of the 
stalk may contain lesser, though still substantial, quantities. In addition, 
cannabinoids are produced internally in minute amounts in other parts of the 
plant, and even stems, and seeds may contain small quantities of active 
materials.'’*°°’ When grown under suitable conditions, almost all parts of 
both male and female forms of certain strains contain cannabinoids. The 
flowering tops are generally most highly valued for their pharmacological 
properties and are often harvested and treated separately in the preparation 
of the more potent forms of cannabis. 


In fresh green plants, the cannabinoids are primarily present in carboxylic 
acid forms, which are changed into the corresponding neutral compounds by 
aging or heat (for example, burning or cooking).'*'”" THC acid (THCA) for 
example, is apparently psychotropically inactive, and must be decarboxylated 
to THC prior to administration in order to produce significant effects. It has 
been suggested that some decarboxylation occurs in living plants growing in 
the tropics.” Hashish, perhaps because of its age or conditions of treatment, 
generally contains a smaller proportion of cannabinoids in acid form. It 
would appear that CBD may be a precursor compound to the psychoactive 
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THC. CBN is not normally found in living plant material and its presence in 
marijuana and hashish generally represents post-harvest cannabinoid 
transformation. CBN content of cannabis materials might be used as a rough 
index of age, although other harvest and storage conditions are also likely to 
affect CBN concentration, and other degradation products of THC may also 
occur. 


Environmental and genetic variables have only recently begun to be 
systematically explored with modern techniques. It appears that soil, 
temperature, water and light factors, as well as the length of the growing 
season, may affect the potency of cannabis.’ However, current evidence 
suggests that in many situations hereditary factors dominate and that potent, 
high-THC plants can be grown under most temperate conditions if the seed 
stock is suitable.'”°® It is often said that psychotropic cannabis cannot be 
grown in Canada, but this has been shown to be untrue. Quantitative analyses 
done for the Commission*’® of Canadian grown marijuana revealed that 
while ‘wild’ hemp may contain only traces of THC, many of the illicitly 
cultivated plants tested were of reasonable potency. (See Table 2 below.) 
Samples from four police seizures, totalling over 20 plants, averaged 0.74% 
THC after more than 18 months of shelf storage. Other ‘home grown’ 
samples obtained and verified by the Commission ranged from 0.02% to 3.5% 
THC, with a median of 0.56%. The highest value was obtained from a plant 
grown indoors. High potency marijuana illicitly grown indoors with 
conventional tungsten lighting has also been reported in the United States.’”” 
The THC content in several hundred strains of cannabis grown at the 
Experimental Farm in Ottawa in 1971 ranged from near zero to close to 3%, 
and an average of 1,800 pounds of “manicured” marijuana (stems and larger 
seeds removed) were produced per acre.) Using a 3% THC strain, an acre 
would be sufficient to produce the THC equivalent of well over six million 
‘average joints’. 


Several investigators have noted the existence of two chemical phenotypes— 
strains in which the cannabinoids are composed primarily of CBD (referred 
to as the ‘fibre’ type since many fibre strains were found to have this 
characteristic), and strains in which the cannabinoids are composed primarily 
of THC (referred to as the ‘drug’ type because of the resulting psychoactive 
potential). The recent study carried out in Ottawa by Small and associates 
examined natural variation of cannabinoids in over 300 strains and verified 
the existence of these polar types.’ However, a complete spectrum of 
intermediate types was also found. Generally, “wild” plants, and material 
originating from countries north of latitude 30° N contained cannabinoids 
composed primarily of CBD. In contrast, material originating south of 
latitude 30° N possessed appreciably higher amounts of THC. However, seeds 
from strains grown for fibre south of latitude 30° N frequently produced 
plants in Ottawa which contained intermediate concentrations of THC. 


The relative potency of male and female plants has been debated for a very 
long time. Until recently, there was widespread belief that male plants were 
psychotropically inactive. This belief may have resulted from the frequently 
noted procedure in India and other Eastern countries of removing male 
plants from the field before pollination occurs.”*! This practice was 
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apparently intended to increase the potency of the female plant, although it 
has not yet been scientifically documented that unfertilized female plants will 
become more potent. Although male plants generally weigh less than female 
plants, several recent studies found that males and females produced equally 
potent marijuana, and a new consensus began to develop, holding that the 
sexes were equally potent.'**!*'**° However, the recent study in Ottawa’® 
uncovered three distinctive common patterns. In high-CBD strains, at 
maturity, females almost invariably contained a much greater amount of 
cannabinoids and although very little THC was present, it always occurred in 
higher trace amounts in females than in the males. More pertinently, in 
approximately *% of the 40 or so high-THC strains examined, males and 
females were indeed equally potent. However, in about 4 of these high-THC 
strains, the males were notably inferior, indicating that hereditary 
background strongly influences the relative potency of males and females. In 
addition to this genetic factor, a further consideration, harvest date, appears 
to be very important in determining the relative potency of male and female 
plants. Turner recently noted that in Mississippi, in both males and females, 
THC content rises to a maximum in the early flowering stage, and then tends 
to decrease. Because males flower relatively early, their THC content reaches a 
peak sooner, but with further maturation potency will appear relatively 
greater in the females.” 


In both the illicit and authorized Canadian plants discussed above, CBN 
and A* THC were present in only minute amounts, while a considerable 
range of A’ THC and CBD values occurred. Similar results have been 
obtained from marijuana grown in Mississippi’ and England.'” The fact 
that relatively high CBD values are found in many wild or cultivated ‘non- 
drug’ strains (see also Table 2 below) is of considerable potential social 
importance, since simple techniques have been developed in the laboratory 
for the conversion of such ‘inactive hemp’ to high potency psychotropic 
material.” 


Considerable controversy exists regarding the stability, degradation, and 
shelf life of cannabis preparations. It is clear that isolated or synthetic pure 
A” THC oxidizes to inactive forms (including CBN) relatively rapidly when 
exposed to air, and that the rate of this transformation increases with the 
temperature. CBD, CBN and A* THC seem to be more stable. THC in 
intact plant material may be naturally protected and considerably more 
resistant to change than when in isolated or hashish forms. Some 
investigators have recorded little shift in THC content in dry marijuana 
stored under simple shelf conditions for periods of months or years, while 
Others report a significant deterioration in potency over similar 
intervals.7*7903.48.615.21 Some researchers store cannabinoids in the dark, 
frozen under nitrogen or in a partial vacuum to minimize degradation or 
change in the sample.” Under certain conditions, there might even be an 
increase in cannabis potency with the passage of time.“ Delta-8 THC is 
considerably more stable, and easier to prepare in pure form than A® and, 
consequently, it has been frequently employed in animal research in the past 
two years, in spite of its limited occurrence in the plant. 


Most of the data in the area of cannabinoid stability are complicated by the 
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analytic chemistry problems discussed previously, and properly controlled 
studies of storage variables have only recently been initiated.’ Many 
questions regarding the effects of light, temperature, humidity, oxygen, plant 
enzymes, etc., on the stability of cannabinoids in storage remain to be 
clarified, but a sufficient number of investigators have observed little loss in 
potency over periods of over a year to suggest that adequate storage of dry 
marijuana need not be a difficult matter.”°"°°° Adequate standard storage 
procedures should be developed in the near future. 


Illicit ‘Street’? Cannabis 


It is often said that one of the major difficulties in scientific investigation 
arising from the present illicit use of cannabis is the lack of potency and 
quality control of materials available on the ‘black market’. It is clear that in 
order for controlled laboratory research on a drug to have practical relevance 
to the social situation of ultimate interest, it is necessary to acquire an 
adequate picture of the present (and likely future) patterns of use, and 
accurate information regarding the identity, purity and potency of the drugs 
being consumed from illicit sources. Furthermore, detailed knowledge of the 
chemical characteristics of the drugs actually being used is necessary for 
public health purposes. 


In both Canada and the United States, one frequently hears stories of 
alleged cannabis samples which were actually inert non-cannabinoid 
substances, or worse, were contaminated or adulterated with other more 
dangerous drugs or toxic chemicals. There have been rumours from the 
United States of toxic fungus on marijuana and of residual toxic compounds 
from indiscriminate use of pesticides by illicit cannabis farmers. United 
States federal agencies have been involved in and have encouraged the use of 
several highly toxic “defoliant” herbicide sprays for destroying or retarding 
illicit and wild marijuana growth in the United States.'''’’' Some of these 
chemicals have been linked with birth deformities in both humans 
(Vietnamese) and animals, and their employment has been the cause of 
considerable alarm.*” The use of one of these herbicides (2,4,5-T) has been 
discontinued for uses around the home and on lakes, ponds and ditch banks 
as well as in defense operations, including Vietnam. These restrictions, 
however, have not applied to the use of this chemical for weed control (such 
as marijuana) on non-agricultural land. It has not been determined whether 
any marijuana treated with these sprays has entered the ‘black market’. None 
has been detected in Canada, but few appropriate tests have been conducted. 


To date, chemical analyses of illicit cannabis samples suggest that “bad 
dope’ is the exception, rather than the rule. Although inert plant materials 
(for example, alfalfa, oregano, parsely, grass, etc.) are sometimes sold as 
marijuana, or used to ‘cut’ or dilute it for more profitable sale, and the odd 
beef boullion cube or brown sugar sample is represented as hashish, it would 
appear that in Canada, cannabis is rarely adulterated with other drugs. Pure 
THC has never been found on the ‘street’ in Canada and, with one possible 
exception,*” has never been documented on the ‘black market’ anywhere else 
in the world. 


The Commission has initiated several chemical studies of illicit cannabis.*” 
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TABLE 2 QUANTITATIVE ANALYSES) 


Date Date 
Source Drug Number Location Obtained Analyzed 
A. COMMISSION SAMPLES | 
1. Street Samples (i(k) Marijuana 15 4 Unknown Apr. - May June - Dec. 1971, 
11 Ontario 1971 | 
Hashish US 23 Ontario Apr. - May June - Dec. 1971 
1971 
4 
2. Canadian Grown 
Illicit Marijuana 
A) Street Samples* G)(k) Marijuana 11 4 Ottawa Apr. & Sept. June & Nov. 
2 Montreal 1971 1971 
ereHeR 
B) Selected Police Seizures \) Marijuana 4 4 B.C. Seized Mar. July, 1971 
- Dec. 1971 
Total of A & B Marijuana 15 
B. POLICE SEIZURES 
1. Sample 1 G) Marijuana a4 9 Ontario Seized Mar. July, 1971 
4 Quebec - Dec. 1970 
16 Prairies 
Lise: G: 
4 Maritimes 
Hashish 34 8 Ontario Seized Mar. July, 1971 
5 Quebec - Dec. 1970 
9 Prairies 
TEs 
5 Maritimes 
2. Sample Il G) Marijuana 9 7 Ontario Seized Dec, 1971 
2 Quebec Oct. 1971 
Hashish 9 6 Ontario Seized Decwi9 72 


3 Quebec Nov. 1971 


(j) These samples were analysed for the Commission by H.D. Beckstead, of the Pharmaceu- 
tical Chemistry Division, Department of National Health and Welfare. 

(k) These samples were analysed for the Commission by J. Marshman and R. Berg of the 
Addiction Research Foundation of Ontario. 

* Includes one sample also included in A.1, Marijuana, above. 
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IF SOME ILLICIT CANABIS SAMPLES 


= T 


Percentage 
Percentage Percentage Percentage Percentage Total 
{vel HG 


A’ THC CBD CBN Cannabinoids 


No. where 
Range Median Range detected | Range |Median|| Range Median| Range | Median 


).02- 3.46 | 0.93 || 0.00-0.02T} 6 (40%) |0.00- 2.00 0.12 || 0.00-0.30/< 0.10 |0.78- 4.10} 1.38 


1.00-14.30 | 4.82 || 0.0 -0.204} 21 (91%) |1.09-12.90 5.50 || 0.00-2.63| 0.66 |[2.80-25.39| 11.32 


i | r 


0.02- 3.46 0.44 || 0.00-0.028} 8 (73%) |0.01- 1.13} 0.58 | 0.00-0.04 0.00 ||0.05- 4.04} 1.06 


0.32- 1.02 | 0.80 = = 0 (0%) |0.07- 0.16} 0.10 |} 0.00-0.06) 0.02 0.40- 1.20} 0.94 


0.02- 3.46 | 0.56 


8 (53%) |0.01- ite 0.16 [.00-0.06| 0.01 |0.95- 4.04| 1.05 


4 


0.05- 1.65 Ori 0.00-0.01 | 7 (16%) |0.00- 1.02] 0.06 || 0.00-0.54 0.53 
0.00- 8.60 1.30 _ — 0 (0%) |0.00-16.50| 3.60 || 0.00-2.70 6.00 
0.02- 1.53 D727 0.01-0.03 5 (55%) |0.03- 2.20] 0.29 || 0.00-0.03| 0.00 0.31- 2.48, 0.82 

15:3 


0.80- 6.40 | 5.40 || 0.10-0.20 | 3 (33%) |2.20-13.60| 11.70 Shak 0.30 ||4.70-20.20 


me | 


tBased on quantitative analyses of four street samples. Quantitative analyses for A® THC were not done at 
the Addiction Research Foundation. 

+Based on quantitative analyses of four street samples. Quantitative analyses for A® THC were not done at 
the Addiction Research Foundation. 

8Based on quantitative analyses of ten street samples. Quantitative analyses for A® THC were not done at 
the Addiction Research Foundation. 
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The qualitative data are summarized in Table |. The police seizures analysed 
were selected from cannabis samples in storage in the vaults of the Bureau of 
Dangerous Drugs." In addition, fifty-two cannabis samples were analysed 
which had been submitted to the Commission by private individuals.!)"! 
Furthermore, we surveyed all the major analytic facilties in the country for 
cannabis information. Of 259 samples of alleged cannabis, one sample of 
marijuana was mixed with PCP (phencyclidine), one was marijuana and 
LSD, one was hashish and tobacco, two cases were non-cannabis plant 
material containing atropine-like alkaloids (perhaps Jimson Weed [datura)), 
one was aspirin (A.S.A.), and, in two instances, opium was presented to the 
analyst as hashish. Twenty-one cases were reported where no drug was found 
on analysis. Eighty-eight per cent of the samples were cannabis, as alleged. 
These figures are generally similar to those published previously by 
Marshman and Gibbons at the Addiction Research Foundation.*’ H.D. 
Beckstead, Dominion Analyst at the Health Protection Branch of DNHW in 
Ottawa, has reported seeing no cases of cannabis adulterated with other drugs 
in over 1,700 samples (mostly police seizures) over the past two years, 
although inactive (non-drug) samples were occasionally observed.” It should 
be noted, however, that forensic analyses are primarily concerned with 
identifying suspected prohibited substances and do not generally make a 
special point of searching for contaminants. No cases of ‘opiated’ hashish or 
marijuana, alleged to be pure, have ever been chemically documented in 
Canada in spite of the popular impression that this is an established 
combination. Four separate samples presented to the Commission as evidence 
of ‘opiated hash’ were found to be pure cannabis resin. There have been no 
systematic analyses for insecticides, herbicides or infectious micro-organisms 
in illicit cannabis in Canada, however, and these remain a potential threat. 


Police drug seizures, although in some respects a biased sample (because of 
the selective nature of law enforcement) are probably more representative of 
typical ‘street drugs’ than are the substances brought in to special health 
facilities for analysis. Unless a specific attempt is made to obtain a random 
sample of drugs from the ‘street’, the unsolicited materials brought for 
analysis (for example, to ARF laboratories, or to the Commission) by outside 
individuals are often submitted because of suspected oddities, and, 
consequently, as a group, probably contain a disproportionate number of 
deviant samples. Police seizures, by contrast, are not selected on any 
pharmacological basis, but data obtained from them provides a basis for 
direct generalization only to those sectors of the population which are the 
primary subjects of police attention. Although contaminated cannabis 
samples are retained by the authorities, non-drug substances are not generally 
kept unless they are part of a large seizure containing prohibited substances. 
These factors introduce further limitations on the interpretation of the police 
seizure data presented here. 


In summary, it would appear that in Canada, illicit marijuana is usually 
cannabis, although it may be ‘cut’; and hashish, with some exceptions, is 
generally as represented. But an important question remains as to the potency 
of these materials. 


Many of the cannabis samples described above were also quantitatively 
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analysed for cannabinoid content. The police seizure data were made up of 
those samples in which less than a year had elapsed since confiscation." 
Unfortunately, due to unforseen circumstances, the initial samples were not 
analysed immediately and many were stored for up to 18 months after 
seizure, under routine shelf conditions. This time delay may well have 
resulted in lower THC content due to natural degradation, but we have no 
accurate method of assessing this. A second, smaller sample of more recent 
seizures was also analysed. The Commission collected 48 illicit cannabis 
samples, some imported and some ‘home grown’, which were analysed soon 
after they were acquired.) The majority of these came from Ontario. A 
summary of the data is presented in Table 2. 


A number of significant conclusions can be drawn from this summary. The 
data obviously confirm earlier impressions of a wide variability in potency in 
both marijuana and hashish. It is clear that it is not possible to discriminate 
consistently between hashish and marijuana on a potency basis, since 
considerable overlap occurs between the respective THC distributions. THC 
in hashish ranged from a mere trace to an unusually high value of 14.3% and, 
in marijuana, from 0.02% to 3.46%. The potential for overlap is made even 
more explicit by reports of greater than 10% THC in selected marijuana 
flowering tops and bracts grown in Mississippi, England and 
Jamaica.”'?!74°34 Although the data are limited in their generality, on the 
basis of the available information one might estimate that, in Canada, 
‘typical hashish’ contains about 5% THC, while ‘typical marijuana’ contains 
about 0.5-0.75% THC. Thus it would appear that, on the average, hashish 
tends to be about five to ten times as potent in THC as marijuana in this 
country. The relative difference in potency between the two forms seems to 
diminish with age—probably due to a greater THC degradation with storage 
time in hashish. 


The basis for the significant difference between the 1970 police seizures 
and the various 1971 samples is uncertain. The Commission’s 1971 ‘street’ 
sample figures are more in line with frequent informal and limited scientific 
estimates that ‘good average street grass’ in North America contains about 1% 
THC, but optimal data are not available.283:363397.414.003.678 These discrepancies 
may be a function of the difference in age and storage time before analysis 
(especially with the hashish), or result from differential selection biases in the 
various samples, or, less likely, may reflect a change in available marijuana 
and hashish to more potent materials over the past year. Some of the 
differences might also reflect the reliability or comparability of the chemical 
analytic techniques employed in the different samples. It is interesting to note 
that A® THC was present in less than half of these samples, and, when it did 
appear, only occurred in minute amounts. Carboxylic acid components were 
not separated from the neutral forms in these analyses. 


Hashish in Canada is not merely a concentrated form of the marijuana 
available. It also differs significantly from marijuana in cannabinoid 
proportion patterns, in that hashish contains a much higher percentage of the 
total cannabinoids in the form of CBD and CBN. The pharmacological 
significance of this difference has not been adequately explored, but may not 
be of major importance." Whether the difference in cannabinoid ratios is due 
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to differences in age, method of curing or preparation, or environmental or 
genetic factors is uncertain. THC in hashish is probably less stable than in the 
natural plant material, and this could be partly responsible for the observed 
patterns. Moreover, it would appear that the marijuana is primarily from the 
Western Hemisphere while most of the hashish comes from the Middle East, 
so different cannabis strains are undoubtedly involved. Marijuana and 
hashish could probably be routinely and reliably discriminated chemically on 
the basis of the ratio of water- and lipid-soluble to insoluble fractions (mostly 
cellulose), although this would clearly not necessarily predict potency. 


An up-to-date, continuous analysis of a randomly selected sub-sample of 
police seizures might be the best method of resolving the questions of 
cannabis purity and potency. 


MEDICAL USE 


There is no currently accepted medical use of cannabis in North America 
outside of an experimental context, although it would appear that therapeutic 
use by a physician is not prohibited by law in Canada. Over 20 different 
cannabis preparations have been marketed, mostly on a prescription basis, in 
Canada since 1920. Production of the last of these medicines was 
discontinued less than two decades ago and new supplies of cannabis are no 
longer available through traditional pharmaceutical channels.'"! While 
cannabinoids have been reported to produce an array of possibly useful 
medicinal effects, the majority of these claims have either not yet been 
adequately investigated using modern scientific techniques, or the effects can 
be duplicated by other more readily available and more convenient drugs. 
The natural product’s variability in potency, uncertain stability over time, and 
water insolubility, as well as a significant variability in response among 
different individuals and, later, the imposition of legal restrictions, were 
among the factors which led to its disfavour in Western 20th century 
medicine. However, recent advances in the isolation and synthesis of certain 
natural cannabinoids and closely related synthetic compounds, some of which 
are water soluble, have overcome some of the earlier difficulties and have 
prompted a second look at the therapeutic aspects of these drugs. 


Cannabis has been widely used in many cultures for its medicinal 
properties. Cannabinoids have been used in the past and are presently 
employed in some countries (or are currently under clinical investigation) for 
their alleged anxiety-reducing, mood-elevating, appetite-stimulating, anti- 
convulsant, diuretic, blood pressure-reducing, analgesic (pain-reducing), 
sedative and anaesthetic properties. The antibiotic effect of cannabis on some 
bacteria has been related primarily to the CBD fraction. Cannabis has also 
been used to reduce insomnia, to treat coughs, tetanus, burns, earache, and 
migraine headache, to ease opiate narcotic and alcohol withdrawal, and as an 
aid in obstetrics and psychotherapy. Other uses in the past include the 
treatment of corns, warts and hemorrhoids. Cannabis has often been 
employed, and is currently used illicitly in North America, to reduce the 
secondary symptoms and suffering caused by the flu and the common cold. 
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Effects, in this regard, may be a function of the drug’s reported ability to 
improve mood, reduce pain and perhaps lower fever." ap te a 


Recently declassified United States Army studies of synthetic cannabinoids, 
done in the 1950s, suggested that these drugs possess a variety of potentially 
valuable therapeutic properties.'*’”*** The researchers emphasize the drug’s 
low toxicity and suggest that cannabinoids be explored in the treatment of 
fever, pain, epilepsy, migraine headaches, high blood pressure and psychosis. 
Other new data suggest that cannabis may be useful in the treatment of 
glaucoma.” 


Many of the alleged therapeutic properties of cannabinoids have not been 
thoroughly studied in a modern scientific and clinical context, and their 
general medical potential still remains a matter of conjecture. Research now 
in progress should clear up much of the controversy in the near future. 


ADMINISTRATION, ABSORPTION, DISTRIBUTION AND 
PHYSIOLOGICAL FATE 


Administration and Absorption 


In North America, marijuana is usually smoked in hand-rolled cigarettes 
known as ‘joints’, ‘J’s’, ‘sticks’, ‘muggles’, ‘numbers’ or ‘reefers’, the butt of 
which is often called a ‘roach’. Marijuana cigarettes may vary in size from a 
few hundred milligrams up to several grams. Commission research indicates 
that a typical ‘joint’ in Canada might contain about one-third of a gram of 
marijuana."! (Regular tobacco cigarettes usually weigh about one gram.) 
Depending on the potency of the material and various characteristics of the 
user, anything from a fraction of a ‘joint’ up to one or even two cigarettes 
might be considered a typical acute dose. Hashish is also sometimes smoked 
in cigarette form, perhaps mixed with tobacco or marijuana for easier 
burning, but is more often smoked in a pipe, or burned on the tip of a pin or 
tobacco cigarette. A variety of conventional and special pipes, including water 
pipes (hookahs) and custom-made instruments are commonly employed in the 
smoking of hashish and marijuana. Cannabis is routinely mixed with tobacco 
and, less often, with other active drugs in the East and South America, but 
these practices are not as common in North America. 


Although the literature is inconsistent, it would appear that approximately 
one-half of the THC and THC acids present in a cannabis cigarette are 
available as THC in the smoke after combustion.'”°”?°'* Commission research 
has confirmed this estimate in natural plant material, with slightly lower 
figures for alfalfa impregnated with synthetic A” THC.’ With the exception 
of the change of cannabinoid acids to neutral forms, there seems to be little 
consistent alteration in the proportion of cannabinoids which survive 
burning. Under some conditions, a significant proportion of the THC may 
escape in the side stream of smoke between inhalations, or remain in the butt 
of the cigarette. Consequently, users generally smoke all of the available 
material, including the ‘roach’, and minimize ‘dead’ burning time by passing 
around and sharing the cigarette. The proportion of THC delivered when 
cannabis is smoked in a pipe or a water pipe may not be the same as that in 
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cigarette form,’ but possible differences have not yet been clarified. Neither 
has the pyrolysis of hashish been adequately studied and compared with 
other cannabis forms.*'*” Major problems with the quantitative analysis of 
cannabis call into question much of the past and present work in this area. 


Cannabis smoke is usually inhaled deep into the lungs and held there for 
an extended time, in order to maximize absorption of the active compounds. 
While cannabis users in North America often retain the smoke in their lungs 
for up to a minute or longer, preliminary laboratory data suggest that the 
retention of almost all of the cannabinoids in the inhaled smoke may occur 
after a considerably shorter interval (less than half a minute may be 
sufficient).”’**’ By contrast, prolonged retention of inhaled smoke is not 
common among cannabis users in either India or Jamaica, although deep 
inhalation techniques are typically used.**°** On the basis of the present data, 
then, it would appear that under optimal conditions, a smoker may absorb up 
to one-half of the THC available in the cannabis material. Under most 
conditions however, both social and experimental, considerably less of the 
THC actually enters the physiological system!") The lack of standard 
administration techniques generally renders detailed or quantitative 
comparisons quite tenuous, both among experiments and between laboratory 
and social situations. 


The onset of psychological effects is almost immediate when smoking the 
more potent forms of cannabis, and the peak effects usually occur within 
minutes of administration. Depending on dose, major effects usually last 
several hours while milder ones may endure for half a day or longer. 


Absorption of THC by the gastrointestinal tract is quite effective, but 
relatively slow and erratic.’ The food content of the stomach may affect the 
rate of absorption. Even though cannabis resin is poorly soluble in water, 
effective emulsions or suspensions of cannabinoids in water can be achieved 
for oral consumption, and in the East cannabis is often used in making tea or 
other beverages. Mild bhang drinks, served cold, are common in parts of 
India. In some countries, hashish is incorporated into buttered candies, called 
majoon, or into other foods. Prior cooking may increase the potency of eaten 
cannabis by changing inactive THCA to THC. The effects of cannabis taken 
orally usually begin after about an hour and gradually reach a peak within 
several hours, then slowly decline. Several investigators have reported a 
surprisingly abrupt (but delayed) onset of potent symptoms after 
ingestion.'°**“” Very high doses may produce acute effects lasting more than 
a day, although the drug is not ordinarily used in such large quantities in 
North America. Cannabis is also effective when administered rectally. 


The subjective effects of eating cannabis are sometimes said to be 
noticeably different, qualitatively, from those of smoking. It is uncertain 
whether this alleged difference might be due to chemical changes resulting 
from the heat in smoked material, the effects of the digestive juices or other 
metabolic processes after ingestion, or differences in rapidity and efficiency of 
absorption and distribution with the two methods. In spite of the THC loss 
due to burning, on a weight basis, inhalation is the more effective mode of 
administration; THC in material smoked reportedly produces effects 
comparable in intensity to approximately three times the same quantity taken 
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orally2%?* Since, at most, only half of the original THC in smoked cannabis 
is actually delivered and absorbed, inhalation may be five to ten times as 
effective a mode of administration. This general formula may not apply to 
crude cannabis preparations if a substantial proportion of the THC present is 
in acid forms (THCA), since these compounds are apparently inactive when 
taken orally, but are converted to active THC when smoked. Furthermore, if 
THC is given by oral ingestion, the vehicle in which it is administered (for 
example, alcohol, sesame oil or glycocholic acid solution) can significantly 
affect the rate of absorption and the intensity and duration of the drug 
effects.” Clearly, further work is needed in this area employing up-to-date 
analytic techniques. 


Since A? THC is poorly soluble in water, adequate injection procedures are 
difficult to achieve. A variety of solvents and other agents have been 
employed as injection vehicles in animal experiments with varying degrees of 
success. Interperitoneal injections are inefficient and often cause serious 
complications,’””’”*" and intravenous administration of pure materials is 
difficult. Water soluble THC derivatives have recently been developed, but 
their similarity to natural THC has not yet been established.*’”'° There have 
been a few reports of individuals self-injecting crude concoctions of cannabis 
extract intravenously. Such injections can produce serious adverse effects 
which may not be attributable solely to the pharmacological properties of the 
cannabinoids, but may occur in reaction to other insoluble foreign particles in 
the prepared concentrate. 


Distribution, Biotransformation and Excretion 


Although THC in pure form has high fat solubility, recent animal studies 
indicate that the drug does not seem to show any specific affinity for neural 
tissue, nor does it appear to concentrate initially in the body’s fat stores. 
Initial distribution of the drug seems to be determined primarily by the 
vascularity of (or the blood flow through) the tissues. THC and its metabolites 
accumulate quite rapidly in the liver, kidneys, spleen and lungs—the primary 
organs of absorption, metabolism and excretion. A significant amount may 
also be found in the testes.***?’!35* No significant blood-brain barrier exists in 
mice22 The relative concentration of metabolites in bile, gastrointestinal tract 
and bladder increases until excretion. In rodents, THC has been shown to 
cross the placental barrier and enter the foetus in pregnant females.’ Sex 
differences in sensitivity to cannabinoids have been demonstrated in some 
animals, which may be a function of differences in drug metabolism, and in 
body water and fat. Females of some species seem to be more responsive to 
cannabis effects than males.*”'”*"' No comparable human studies have been 
reported to date. (In both animal and human studies, males have been 
predominantly used as subjects.) 


THC is extensively metabolized in humans, primarily in the liver, but also 
in other tissues, including the lungs, and the various metabolites are excreted 
in the feces and urine. Little or no free or unaltered THC is eliminated from 
the body. Although much of the administered THC is almost immediately 
bound to lipoproteins in the blood plasma, °° metabolism apparently 
begins nearly as soon as the drug enters the body, and metabolites have been 


a5 


Cannabis 


identified in plasma within minutes after administration. The major THC 
metabolites are mono- and dihydroxy compounds. Deriving from these 
primary metabolites are a large number of secondary metabolites. THC is 
progressively metabolized, primarily by non-specific oxidases in the 
microsomal enzyme system in the liver. This may be a significant factor for 
drug interaction considerations, since many other drugs are metabolized by 
the same system. 


In man, studies of radio-labeled materials suggest that about one-half of 
the THC metabolites are excreted within a few days, and most are eliminated 
within a week, although small amounts may be retained for longer 
periods.*’**' (In this respect, cannabis is more similar to some of the major 
tranquilizers, sedatives and anti-depressants than to alcohol, which is more 
quickly metabolized and excreted.) Some investigators have cautioned that 
cannabinoid metabolites may persist in the body for extended periods 
(especially with chronic heavy use), perhaps producing cumulative effects of 
possible adverse consequence.’ There is little experimental evidence of this 
in humans to date, but the possibility must be thoroughly explored. Excretion 
might be slowed by an apparent entero-hepatic circulation (seen in animals) 
in which some of the metabolites which are excreted via the gall bladder and 
bile duct into the intestine, are subsequently reabsorbed and recycled.” 
Increased toxicity, with time, of massive doses of cannabinoids, repeated 
daily, has been noted in rodents,***” but relevance of these conditions to 
humans has not been demonstrated. 


Metabolism and excretion of cannabinoids is apparently more rapid in 
chronic daily cannabis users than in inexperienced subjects.**' Regular use of 
cannabis may increase the body’s production of THC metabolizing enzymes 
in a fashion similar to that occurring with barbiturates. This suggests a 
mechanism for tolerance, and perhaps cross-tolerance to other drugs using 
the same metabolic enzyme system for biotransformation.*””! 


A major metabolite, 11-hydroxy THC, appears rapidly in the blood of 
humans after cannabis has been administered,****! and has been shown to 
have pharmacological activities similar to, and perhaps more potent than, 
THC in animals.’**’***'® This finding supports earlier speculation that the 
primary effects of cannabis may be due, at least in part, to THC metabolites, 
rather than to the original molecule alone.” Such a phenomenon might offer 
a partial explanation for the “reverse-tolerance’ or “sensitization” to 
cannabis effects often reported in users. Other hypotheses bearing on this 
phenomenon will be discussed later in the section on Tolerance and 
Dependence. 


The Detection of Cannabinoids in the Body 


The identification of cannabinoids and their metabolites, and their 
distribution in body fluids and tissues, as discussed above, has primarily been 
based on research involving small quantities of radio-active materials. To 
date, no simple and efficient method has been developed for the detection and 
quantification of unlabelled cannabinoids in the body. Consequently, it has 
been impossible to directly relate cannabis effects to plasma or tissue drug 
(THC or metabolite) levels. Some gross relationship between subjective effects 
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and general plasma radio-activity has been seen, however. Greatly improved 
research techniques for both quantitative and qualitative analysis of 
cannabinoids and their metabolites in body tissue, blood and urine are 
currently being developed. The fluorescent assay of biological fluids 
pioneered by King and Forney’® is being extended by Bullock”! into a very 
sensitive method for detecting metabolites. Improved extraction and detection 
methods for cannabinoid metabolites in urine have been reported, including 
a simple and relatively fast thin layer chromatographic method based on 
conversion of the metabolites to cannabinol.'”!7°!’°°°"" Radioimmunoassay 
techniques!" and spin-label immunoassay techniques*’*” are 
currently being developed"! The latter method could be applied routinely to 
large numbers of cases as it takes very little time (5 minutes) but requires 
expensive equipment and a supply of THC antibody. However, even these 
techniques being developed may have limited practical applicability outside 
of the research laboratory. 


It is sometimes possible to detect the use of, or general contact with, 
cannabis from saliva samples or from chloroform skin swabs after intervals 
of hours or even days.***’ In addition, it may be possible to detect the odour 
of cannabis smoke on users or on their breath. However, these techniques 
would not provide quantitative information regarding the magnitude of dose 
used or absorbed, or the intensity of intoxication, and therefore cannot be of 
much use in determining concurrent cognitive or psychomotor impairment. 


THE REVIEW OF CANNABIS EFFECTS: SOME GENERAL 
CONSIDERATIONS 


The Scope of the Review 


This review of cannabis effects deals primarily with more recent human 
studies, although considerable attention was directed to the earlier literature 
and to animal studies in preparing this summary. In many instances, these 
latter reports are of questionable value here, both with respect to scientific 
validity and social relevance. On the other hand, it is interesting that very few 
significant findings of cannabis effects have emerged from the more recent 
controlled pharmacological studies which were not at least suggested in the 
earlier literature. Apparently, considerable effort has gone into “separating 
the wheat from the chaff” in previous methodologically limited reports. 


In general, references to animal studies will be restricted to the few areas 
where significant contributions have been made in the direction of 
establishing or suggesting effects in humans. The majority of animal 
experiments on cannabis effects have used enormous doses and questionable 
techniques of administration, and provide little data which can be generalized 
to other species, especially man. In addition, most animal behavioural studies 
have been concerned with effects of undetermined relationship to the major 
areas of interest with respect to human use. While this may be less true of 
biochemical and physiological studies, even here considerable inter-species 
differences often drastically restrict generalizations. For example, the rodent 
cardiovascular response, the rabbit eye blink reflex and dog ataxia indices 
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frequently noted in the literature are, to a certain extent, idiosyncratic to those 
species and provide limited information regarding others. 


While animal toxicology studies are de rigueur in classical medical 
pharmacology, many investigators have questioned the wisdom of focussing 
limited time and financial resources at this time on cannabis studies involving 
animal species and tests of questionable applicability to man. The assumption 
is often made in toxicity studies that one can accurately estimate the effects of 
long-term use of moderate amounts of a drug on the basis of information 
obtained from sub-chronic administration of massive doses to lower species. 
The predictive validity of such procedures has not been clearly established 
and is the subject of much controversy. Admittedly, in some situations, one 
has little choice but to experiment on animals. In certain circumstances, such 
studies have led to significant advances in human pharmacology, but in most 
behavioural areas this has been the exception rather than the rule. Additional 
effort should be made to emperically develop animal tests which adequately 
parallel effects and conditions of primary interest in humans. We will make 
occasional references to animal experiments, especially those involving 
primates, where they are deemed appropriate and relevant. 


It may be important to note that the vast majority of both human and 
animal pharmacological studies of cannabis have employed only male 
subjects. With very few exceptions, when general information about the 
effects of the drug is sought, males are used—females are rarely studied 
scientifically except when some specifically female characteristic is under 
consideration. To be sure, there are often justifiable biological, social and 
practical reasons for excluding female subjects in certain studies, but the 
information gap which now exists in this area may well be significant. 


In human studies, two basic approaches have emerged. Some experiments 
were clearly designed to test for effects of the drug on some specific behaviour 
or function of independent interest, such as automobile driving or visual 
acuity, for example. The second approach is more open-ended and concerned 
with exploring and delineating the general or dominant characteristics of the 
drug response. In the area of psychopharmacology, until recently, few tests 
had been developed or refined for sensitive assessment of the major 
characteristics of the cannabis ‘high’. Many standard instruments are 
inappropriate and insensitive to the dominant effects or may merely quantify 
the response to the drug on some often arbitrary and abstract dimension of 
little social relevance. 


The Question of Dose 


With all drugs, responses differ, both in the intensity and character of the 
reaction, according to the amount of the drug administered. The relationship 
between the dose and the intensity of an effect is often referred to as the dose- 
response or dose-effect relationship. For every drug there is a dose low enough 
so as to produce no noticeable reaction, and at the opposite extreme, some 
degree of toxicity or poisoning can be produced by any substance if enough is 
taken. No drug can be designated either safe, beneficial, or harmful without 
consideration of the dose likely to be consumed. Consequently, it is usually 
essential to study a drug’s effect over a range of doses in order to obtain an 
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adequate understanding of the nature of the response. It is, of course, 
important to consider doses which have some relevance to existing or 
potential patterns of use, if social implications are to be inferred from 
experimental findings. 


Accurate quantitative information regarding the potency of the materials 
used in even recent cannabis experiments is questionable due to technical 
problems in chemical analysis, but it would appear that the majority of the 
existing experiments have been more concerned with finding a dose which 
produces an effect, rather than with exploring effects at doses and under 
conditions of primary social concern and relevance. 


The general question as to the appropriate range of cannabis doses to study 
is made more complicated by evidence of considerable individual differences 
in sensitivity to the drug, even when subjects have had a similar past-use 
history, and a growing body of information regarding the importance of the 
set and setting in determining effects. The situation is further compounded by 
evidence that chronic frequent users may develop some degree of tolerance 
and may use acute doses which are likely to cause untoward effects in novices 
or more casual users. In addition, significant behavioural adaptation to some 
of the initially disrupting or distracting aspects of the ‘high’ appears to occur 
with even limited experience with the drug, and such effects cannot be 
explained by “classical tolerance’’. In addition, there is frequent mention of a 
“reverse tolerance” or increased sensitivity to the drug after initial use in 
some individuals. (Factors related to tolerance are discussed in detail in a 
later section.) Consequently, in some circumstances, the doses studied may 
have to be adjusted to the individual characteristics and previous drug 
experiences of the subjects involved. 


Until recently, relatively little was known about the actual quantity of 
psychoactive material administered and absorbed by users. Recent advances 
in chemistry have enabled some progress in this area, and more sophisticated 
social research has also contributed significantly. 


It would appear that there is little experimental research which provides 
information on cannabis doses typically used in North America today. While 
high-dose acute studies are of course necessary and of interest in themselves, 
since a certain minority of regular users undoubtedly consume relatively large 
quantities of cannabis, a significant gap apparently exists in our knowledge of 
the effects of cannabis at doses and patterns of use which most frequently 
occur in North America and other industrial countries. While there is 
evidence that certain extreme chronic users of hashish in the East, for 
example, may smoke several hundred milligrams of THC per daVoukuan 
(often in water pipes) and might be able to tolerate acute doses approaching 
one hundred milligrams, there is growing evidence from a variety of sources 
that in North America, most users smoke less than ten milligrams of THC to 
get ‘high’ or ‘stoned’. 8,111,276,296,362,397,413,414,43 1,436,661 


A number of studies indicate that regular users typically smoke anything 
from a fraction of a ‘joint’ up to a few cigarettes in a session (which may 
extend over several hours).59%7482763214134>4> The size of marijuana cigarettes 
may range from a few hundred milligrams up to a several gram ‘bomber’, but 
numerous investigators have reported that a typical ‘joint’ is usually less than 
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half a gram.”?7630>362363.411-413 Commission research confirms these estimates.”! 
Although the potency of various samples of marijuana and hashish varies 
over a vast range, the notion that ‘good average weed’ is approximately 1% 
THC in North America is commonly expressed in the literature and has some 
documented support (although existing Canadian data suggest that about half 
that figure might be a more accurate estimate for this country—see Table 
2.) ,780,309,362,397,414,078.903,66L878 Te 1% THC-marijuana were about average! for 
experienced users, then a ‘typical’ 400 mg ‘joint’ would contain 4 mg THC. 
Since users often report that one or two ‘joints’ per person is a typical dose for 
a full evening session, it would appear that a single acute dose of five to ten 
milligrams in most individuals would produce substantial effects equal to or 
greater than those usually sought. Commission socio-pharmacological 
research and laboratory experiments provide considerable support for this 
notion. 


In addition to survey, interview and participant observation investigations, 
the Commission conducted an exploratory study of characteristics of cannabis 
use in a primary group of 14 employed persons or students who had 
developed a rather stable pattern of consumption, with most smoking several 
times a week.”*® These subjects were asked to keep a daily diary of drug use 
over a period of one month, using standard information forms assessing such 
variables as identity and quantity of drugs used, other persons involved, 
events associated with drug use and a subjective rating as to the relative 
intensity of the ‘high’ achieved. Specific weights of marijuana or hashish 
consumed were obtained with standard scales in many instances, and the 
samples involved were quantitatively analysed for cannabinoid content. (In 
this study the median THC content*! for marijuana and hashish was 
approximately 1% and 5%, respectively.) 


Although complicated problems arise in the analysis of the data obtained, 
some general estimates of THC consumption can be made. We have no proof 
of the accuracy of the self-reports or of the quantities of THC actually 
consumed. One hundred sessions (averaging 2.28 individuals each) provided 
data for the following figures. Cannabis was most often taken in small groups 
of two or three persons, although isolated use and large groups were also 
described. Estimates of the mean THC used per individual in each session 
ranged from 1.3 mg to over 50 mg A” THC, in several instances, with a 
median of 6.2 mg. THC consumption tended to be slightly lower with 
marijuana than with hashish. It should be stressed that sessions were typically 
several hours long (but ranged up to 12 hours), and that these figures do not 
generally represent a single acute dose. These estimates are, at best, a 
conglomerate average based on marijuana and/or hashish (occasionally used 
together in a session) in either cigarettes or pipes, and is further complicated 
by minor alcohol consumption in approximately one-third of the sessions. 
The figures obtained, however, generally corroborate the estimates of “typical 
acute doses”’ obtained from other sources. 


In Commission laboratory experiments we found that when smoking 
techniques were used which maximized the delivery and absorption of THC, 
cigarettes containing 5 to 10 mg THC, completely smoked, produced effects 
which were beyond the range of cannabis experiences of some regular users 
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who had been ‘turning on’ several times a week for a number of years. As will 
be discussed in more detail later, acute adverse anxiety reactions occurred in a 
few individuals at these doses. Subjects indicated that cigarettes containing 
about 6 mg THC produced effects generally comparable to those typically 
experienced when ‘high’ or ‘stoned’. Furthermore, Miles and associates 
reported that when cannabis users were allowed to select their own marijuana 
doses daily for a period of several weeks in the laboratory, on the majority of 
occasions, subjects consumed 2-4 mg of THC to get ‘high’.*° While 
considerable limitations must be placed on generalizations among various 
laboratory and social conditions of use, the estimates of typical acute doses 
obtained from a number of independent sources are in general agreement. 


The Importance of Time 


Another important pharmacological concept is the time-response 
relationship or the relation between the time which has elapsed since drug 
administration and the effect produced. Such a temporal analysis may be 
restricted to immediate or short-term (acute) effects of a single dose, or on the 
other extreme, may involve the long-term effects of persistently repeated 
(chronic) use of a drug. Studies of shorter periods of repeated administration 
are often referred to as sub-chronic. 


The intensity, and often the character or quality of a drug’s effects may 
change substantially within a short period of time after administration. An 
initially stimulating effect, for example, may later change to one of sedation. 
With some drugs, an initial state of tension or anxiety may later turn into one 
of relaxation and a sense of well being, or vice versa, as a function of time. 
Consequently, it is often essential to obtain measures at several points in time. 


It is also important to consider the long-term consequences of chronic drug 
use (especially at higher doses). Often such effects cannot be readily predicted 
from what is known of the immediate response. For instance, while there is 
little doubt that the smoking of a few tobacco cigarettes has no lasting 
detrimental effect on lung or cardiac function, there is increasing scientific 
evidence that long-term heavy use of this substance has serious consequences. 
As another example, the clinical picture of the chronic alcoholic involves 
psychological and physiological disturbances which do not develop with 
intermittent drinking of shorter duration. In simple terms, it is essential to 
ask “How much?’, “How often?”, and “For how long?” (as well as “By 
whom?”’) when discussing the long-term reaction to repeated drug use. 


Commission Experiments on Cannabis Effects 


The Commission has undertaken four experimental projects concerned 
with the acute effects of cannabis and, in some instances, of alcohol, in 
humans. The experiments covered a wide range of measures, but were 
primarily focussed on obtaining time- and dose-response effects in certain 
crucial areas. One experiment was concerned with the effects of cannabis and 
alcohol on certain automobile driving tasks. A second study was designed to 
determine some of the effects of cannabis and alcohol, both alone and in 
combination, on psychomotor tracking performance. A third study examined 
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the effects of cannabis on visual signal detection (attention and vigilance) 
and, secondarily, the recovery of dim-light visual acuity after glare. The 
largest experiment was designed to assess the effects of cannabis on a variety 
of subjective, behavioural and physiological measures, and to quantitatively 
and qualitatively compare synthetic high purity A’ THC with natural 
marijuana of identical A’ THC content on these variables. In all experiments 
subjects were paid volunteers, mostly university students, who had experience 
with alcohol and cannabis but no history of heavy use of either these or other 
drugs. Subjects were psychiatrically screened and those with detectable 
pathology excluded. 


Standard .4 gm cigarettes of marijuana were used in all studies except one, 
in which both THC and marijuana were smoked. Cannabis doses were 
administered on an individual body weight basis under standardized 
conditions of smoking which maximized THC delivery and absorption. THC 
quantities studied in the main experiments ranged from 9 mcg/kg to 88 mcg/ 
kg, which, in a typical subject, resulted in minimum and maximum doses of 
0.67 and 6.6 mg THC. The lowest dose was used in only one study, to 
determine and compare the threshold for detectable reaction for pure THC 
and for marijuana. The higher dose was intended to approximate the effects 
typically sought by regular, confirmed cannabis users in North America. 
Analysis of the data from these experiments indicates that although 
considerable individual differences exist among subjects, we were generally 
successful in approximating these limits. Intermediate doses were also 
studied. Apparently, very little experimental information as to cannabis 
effects in this dosage range is currently available, although differences in 
administration techniques and cannabis THC content analyses among various 
studies make definite comparisons of the actual doses absorbed by the subjects 
difficult. Three of our studies had two or more drug conditions in common, 
thereby facilitating certain comparisons among the experiments, and 
providing a broader data base for generalizations from a number of common 
measures than has usually been available in the past. 


References to the findings of these various experiments are made 
throughout the general review which follows, and more detailed summaries 
are presented in Annex A at the end of this chapter. General interpretation 
and discussion of the findings are presented in the main text, however. The 
Commission’s experimental program will be described in considerably more 
detail in supplementary technical reports. In addition to these specific 
experiments, new information as to the effects of cannabis has also been 
obtained from a variety of Commission sources: social, survey and interview 
Studies of cannabis users in Canada; exploratory investigations of the 
experience of the medical profession and of others working in treatment 
facilities; special Commission symposia; and numerous briefs presented to 
the Commission. 
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Pharmacologically Active Constituents of Cannabis 


It is widely accepted that one isomer of THC (A”) is the major active 
compound in hashish and marijuana. Mechoulam™ and others have argued 
that it is the only significant active constituent and can be generally 
considered pharmacologically equivalent to crude cannabis. This contention 
is supported by a variety of chemical and pharmacological evidence. 


In 1967, Isbell and associates, using ‘early’ samples of relatively pure A” 
THC administered orally or by smoking, reported that experienced cannabis 
users readily recognized the subjective effects of the compounds as 
“marijuana-like”.’* In addition, the physiological reactions observed in 
these experiments were similar to those usually attributed to crude cannabis. 
Although the quantity and purity of the THC used by Isbell and associates is 
questionable in light of what is now known about the isolation, synthesis and 
quantitative analysis of cannabinoids, these general qualitative observations 
have been corroborated on numerous occasions.** Hollister’s group, for 
example, has investigated the effects of A’ THC on humans over the past 
several years,” and these studies have confirmed earlier observations as to the 
qualitative similarity between THC and marijuana, on both subjective and 
objective measures. 


Until recently, the only other naturally occurring compound which had 
been shown to have significant behavioural effects was A* THC. While this 
isomer is undoubtedly psychotropic in humans, it is generally present in only 
minute amounts, if at all, in most marijuana and hashish samples. 
Cannabidiol (CBD) and cannabinol (CBN), the only other typically prevalent 
cannabinoids, have not been shown to have any substantial behavioural 
activity when administered orally in humans” or intravenously in 
monkeys.” The only direct pharmacological comparison that has been done 
between A° THC of high purity, and crude cannabis preparations has been 
done with monkeys.”* These studies showed a general parallel between 
certain behavioural and physiological effects of A’ THC and a petroleum 
ether extract of hashish at various matched doses administered intravenously. 
No other lipid-soluble hashish fractions tested in these animals showed any 
evidence of significant activity nor was there any evidence of interaction 
among cannabinoids. 


Recently, a number of researchers have challenged the notion that a single 
isomer of THC can account for the pharmacological action of cannabis in 
humansseand. animals, }))!6!:222.223,28,307,309.450,6>.879 In some, instances, such 
objections have been raised because of frequent accounts that experienced 
users report some minor subjective response to extracted marijuana placebo in 
laboratory experiments, in spite of the confirmed absence of cannabinoids in 
the material. It has also been noted that experienced cannabis users often 
claim the ability to differentiate among varieties of cannabis and contend that 
various samples may produce noticeably different effects which are, to some 
extent, independent of dose24838 Furthermore, there have recently been 
several papers reporting some pharmacological activity in previously 
unidentified cannabinoids and, in some instances, non-cannabinoid 
substances.4?22>34!2? Gill and associates have suggested that certain peripheral 
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atropine-like effects of cannabis may be accounted for by water-soluble non- 
cannabinoid compounds recently identified and tested in animals.” 


Isbell and associates, in the original studies, were not able to directly 
compare, in a controlled quantitative fashion, all of the various cannabinoid 
compounds investigated, but tentatively concluded that the “pure” THC 
compounds tested had considerably less pharmacological activity than cruder 
THC and marijuana materials. The researchers also found some suggestion of 
THC and CBD interaction in humans.’”’” Quantitative conclusions from this 
‘early’ work are restrained by the comparatively primitive cannabis chemistry 
of five years ago, and by the limited range of effects assessed. Recently there 
have been suggestions of CBD and CBN activity at high doses in some animal 
species.'*°’?"1°° Tn addition, several problems emerge in the interpretation 
of some aspects of the monkey studies of Mechoulam and associates. 
Although there appear to be considerable objective behavioural and 
physiological similarities between monkey and human reactions to cannabis, 
no adequate techniques have been employed to measure the subjective aspects 
of the drug response in these animals. Since in humans cannabis effects are 
most striking in this phenomenological area, a significant gap remains 
regarding the effects which reportedly reward or reinforce use in society. 
Furthermore, since lipid-soluble extracts of hashish were studied 
(intravenously), it is possible that minor water-soluble compounds may have 
been missed. 


Current data suggest that burning has relatively uniform effects on the 
relative proportions (non-acid) of cannabinoids and does not substantially 
introduce new compounds, but the pharmacological equivalence of cannabis 
administered intravenously, orally or by smoke inhalation has not been 
established. This fact further limits the generality of both Mechoulam and 
Isbell’s work. At least one metabolite of THC has been shown to be 
pharmacologically active, and since both metabolites and unchanged THC 
tend to become rapidly protein or albumin bound in plasma, there may be a 
possible interaction or competition among cannabinoids for metabolic 
enzyme or binding sites. Recent evidence that CBD and CBN may alter the 
metabolism of THC and other drugs is also relevant.**?'°* Consequently, 
even if A* THC were the only psychotropically active constituent, other 
cannabinoids might alter the general cannabis response indirectly through 
interaction with THC. 


In summary, it is clear from the literature that A’ THC produces subjective 
and physiological effects which are similar in many respects to those elicited 
by marijuana and hashish, but no direct quantitative comparison has 
previously been done in humans of the effects of relatively pure isolated or 
synthetic THC and crude cannabis materials or other cannabinoids. In many 
scientific circles, there has been an almost complete and often unquestioned 
reliance on the A’ THC content of cannabis as a basis for standardizing and 
comparing different studies, even though the pharmacological equivalence 
among different cannabis forms accomplished with this procedure had not 
been directly tested. One of the Commission projects was designed to provide 
an initial step in bridging this gap. 


The first phase of the project” was to compare A’ THC with natural 
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marijuana under standard conditions.'?! Three doses of synthetic high purity 
A° THC in hexane-extracted alfalfa, three doses of marijuana of matched A” 
THC content, and an extracted alfalfa placebo were given under controlled 
standardized conditions to a group of 14 experienced male cannabis users. 
The lowest dose was aimed at establishing general pharmacological threshold 
values and the upper dose was intended to approximate the ‘high’ usually 
sought by regular users in North America. 


Based on a review of the literature and preliminary laboratory work, a 
condensed test battery was constructed which was intended to assess most of 
the major acute cannabis effects previously identified experimentally, and to 
tap some of the prominent subjective features of the cannabis ‘high’ as 
reported by users. This battery was begun immediately after smoking and was 
repeated four hours after drug administration. Certain isolated measures 
were taken more frequently, and a few tests were given only once. Measures 
employed in this experiment included subjective ratings of the intensity of the 
‘high’ and post-session quantitative and qualitative descriptions, a specially 
designed multiple choice self-report questionnaire, the Clyde Mood Scale,’”° 
heart pulse rate, salivation, conjunctival congestion, finger temperature, tonic 
skin conductance, visual imagery, auto-kinetic movement, two-flash fusion 
threshold, visual spiral after-effect, time production and time estimation, 
finger painting, speech performance, momentary and sustained muscle 
strength, tapping speed, short-term memory and other cognitive functions. In 
addition, experimenters rated each subject’s behaviour. At the end of each 
session subjects were encouraged to compare the nature of the ‘high’ obtained 
on the various days. 


Of 21 variables measured, 13 were shown in this experiment to be 
generally sensitive to cannabis effects and seven of these exhibited orderly 
dose- and time-response functions. No consistent qualitative or quantitative 
differences were found between equivalent doses of the crude marijuana and 
the A° THC on the various measures described. Although the interpretation 
of a few of the specific measures is still somewhat ambiguous, we have 
concluded that the two cannabis materials tested are not significantly 
different. This finding does not exclude the possibility that differential effects 
might have been obtained on other measures, or that different strains of 
marijuana or hashish might give slightly different results. Since our 
marijuana sample was unusually low in other cannabinoids (more than 90% 
of the total cannabinoids were A°® THC), generalizations from this 
experiment must be restricted accordingly. The direct investigation of 
possible interaction effects among smoked THC, CBN and CBD, in various 
doses and combinations, had been anticipated in follow-up, but time 
limitations have prevented further study. Until further data are available, it 
would seem prudent to specify CBN and CBD, as well as THC, content of 
materials used. Carboxylic acid fractions should also be specified if the drug 


is to be given orally. 


It should be stressed that this study was focussed on the acute effects of 
cannabis and can provide only suggestive evidence as to the pharmacological 
equivalence of the chronic administration of THC and crude cannabis 
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preparations. It is possible that other cannabis constituents might contribute 
to chronic effects that were not detected in this short-term study. 


It has been suggested in the literature that because of possible psychotropic 
effects of extracted marijuana placebo preparations, some other plant material 
which resembled cannabis in taste and appearance might better be used as 
placebo.*” In one Commission experiment, extracted alfalfa was used as 
placebo and in the other three, hexane-extracted marijuana served this control 
function. (This extraction does not remove water-soluble compounds.) The 
placebo marijuana was prepared from a different cannabis strain than the 
active material used in the experiments. Cigarettes were smoked under 
identical conditions in all four studies, using similar subjects, and no evidence 
of a differential response to these two placebo materials was obtained. While 
some measureable effect of smoking placebo material occurs, these reactions 
are probably a general response to smoke inhalation (including carbon 
monoxide) and the inhalation techniques involved, as well as to factors 
associated with the users’ past experiences and expectations. 


Quantitative Comparisons Among Cannabis Studies 


In spite of attempts to increase the precision of cannabis studies by 
specifying the quantities and THC content of the material involved, even 
recent investigations must be interpreted generally and detailed comparisons 
are often difficult to make. Specific quantitative comparisons among different 
experimental and social studies are confounded by a number of 
methodological and technical difficulties and inconsistencies, among them: 


(1) As previously discussed, all of the earlier and most of the present 
quantitative analytic methods in use for estimating cannabinoid 
content in cannabis give generally unreliable and erratic results, both 
within and between laboratories. The margin for error in this regard is 
often considerable. 


(2) While certain aspects of cannabinoid degradation and shelf life have 
recently been elucidated, storage conditions of samples used in many 
studies were apparently not optimal for potency stability (in most 
reports this information is omitted), and the actual potency of the 
materials at the time of use may have been considerably different from 
the original assay. 


(3) Techniques of cannabis administration have not been standardized. 
The differences in response to cannabis given orally, by injection or 
through smoke inhalation have not been fully explored. It is known 
that substantial differences exist with various smoking techniques. 
Studies published in the last two years have included the use of regular 
pipes, water pipes and various sizes of cigarettes. Although conclusive 
data are yet unavailable, it is likely that these different smoking 
techniques result in different degrees of THC ultimately delivered to 
the smoker due to such factors as differential side stream loss, pyrolysis 
and condensation of volatile cannabinoids before the smoke is inhaled. 
In addition, in many experiments the total cigarette is not consumed or 
this information is not presented. Since the ‘butt’ or ‘roach’ may 
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contain more than 20% of the THC in the original cigarette, this can be 
a significant factor.°"* 


(4) Even with a consistent system of THC delivery, different patterns of 
smoke inhalation and breath retention result in different quantities of 
THC absorbed. The standardization of oral doses might ultimately be 
simpler, but in North America today it would be considerably less 
relevant. Although absorption of cannabinoids from the 
gastrointestinal tract is generally complete, results obtained from oral 
administration are often erratic, and may be significantly influenced by 
the vehicle employed, and a number of unanswered questions exist as 
to the effects of stomach food content and gastric enzyme and acid 
conditions on the rate and extent of the absorption and metabolism of 
cannabinoids. Although intravenous injections of small quantities of 
synthetic THC in alcohol solution have apparently been successfully 
used, this technique has obvious limitations. The water insolubility of 
natural cannabinoids prevents simple injection techniques. 


Standard smoking techniques, maximizing delivery and absorption of 
specified doses, would seem optimal at the present time, even if such rigidly 
controlled smoking regimes result in some sacrifice of ecological fidelity. 
Alternatively, some researchers feel that a certain subjective state (for 
example, a ‘typical high’) should be the criterion for dose, and quantities 
given to different individuals should be adjusted accordingly. 


Recently McGlothlin, in a series of excellent reviews of the cannabis 
literature, has gone to considerable effort to specify doses administered in 
each study discussed and even to estimate THC content of materials not 
originally specified by the investigator.!'""* While such detail 1s clearly of 
value in some respects, we are of the opinion that for the purposes of this 
report, focussing on specific quantitative aspects of most studies is generally 
not justified for the previously stated reasons, and may merely provide an 
illusion of precision (and often contradiction) where none exists. 
Consequently, in this review, with the exception of Commission 
investigations (and the annexes to this chapter), specific doses used in the 
various studies discussed are not presented, although general comments are 
often made about the cannabis quantities involved. 


PHENOMENOLOGICAL, PERCEPTUAL AND SENSORY EREECIS 


Some Subjective Characteristics of the Cannabis ‘High’ 


The subjective psychological effects of cannabis vary greatly with a number 
of factors and are often difficult to predict. The dose, type of preparation, and 
rate and mode of administration can often greatly influence the response. 
Furthermore, the psychological effects depend to a considerable degree on the 
personality of the user, his past experience with cannabis or other drugs, his 
attitudes, the setting in which the drug is used and other idiosyncratic factors. 
The response of the naive subject may be much more variable and 
unpredictable than that of an experienced user. Recently Jones has shown 
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significant differences between the effects of standard doses of marijuana 
given subjects in isolation and in groups in the same laboratory setting.” 


Becker has suggested that the nature of the cannabis ‘high’ traditionally 
depends on a number of social and learning factors. An individual must first 
learn the proper technique of smoking cannabis; he must learn to recognize 
some of the more subtle aspects of the subjective effects; and thirdly, because 
cannabis effects are not necessarily inherently pleasurable, the novice user 
must often learn to enjoy the response he has come to recognize as cannabis 
induced. In different situations, the effects experienced may be socially 
defined as positive or negative.’’* This analysis is extended to adverse 
psychological reactions in a later section of this chapter. 


Although hashish may be many times more potent than marijuana, the 
effects of these two forms of cannabis, as usually used in North America, are 
generally similar and often indistinguishable. It has been reported that most 
experienced individuals smoke to attain a certain effect or level of ‘high’, and 
adjust the dose according to the potency of the substance used. ‘Grass’ and 
‘hash’ are generally used interchangeably in Canada. Although it is generally 
easier to consume excessive quantities of THC in the form of hashish, great 
variations in potency of different samples are usually accommodated by the 
experienced user through a “titration” of dose (intake is reduced or stopped 
when the smoker reaches the preferred level of intoxication). Comparable 
precision is generally not possible with cannabis taken orally, however, due to 
the long delay in action, and a “non-optimal” effect is therefore more likely to 
occur with this mode of administration. Both the phenomenon of “self- 
titration” and the equivalence of the marijuana and hashish ‘high’ have not 
been well explored in the laboratory. In some Eastern countries, different 
social norms have evolved around the different forms of cannabis, and the 
pattern of drug use associated with bhang drinks may be quite different from 
that seen with the smoking of hashish. Long-term heavy cannabis users 
invariably prefer the more potent ganja or hashish. 


It is often difficult to find descriptions of the subjective effects of marijuana 
that are free from value judgements. Many effects seem to take on good or 
bad connotations depending on the circumstances in which they occur, the 
personal attitudes of the individual undergoing the experience, and the 
orientation of the observer who is recording them. Moreover, since many of 
the significant psychological effects are intensely personal, the laboratory 
scientist often has little opportunity to make objective measurements, and 
must rely on subjective, introspective reports communicated verbally through 
a language system which is frequently inadequate. 


As noted earlier, some investigators object to cannabis being classified with 
LSD and similar substances. It is often suggested that marijuana is a mild 
intoxicant, more like alcohol. It is clear, however, that high doses of cannabis, 
in some individuals, may produce effects somewhat similar to an attenuated 
LSD experience. While such effects are rarely reported, many milder aspects 
of the psychedelic experience regularly occur with a cannabis ‘high’. The 
outline of potential reactions to psychedelic drugs presented in the 
Commission’s Interim Report'*’** include: psychotic and non-psychotic 
adverse reactions, psychodynamic, cognitive, aesthetic, and psychedelic-peak 
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(transcendental) or religious experiences. While analogous experiences may 
occur in varying degrees with cannabis, the quality of the effects is reportedly 
different and, in general, the intensity of psychedelic effects is considerably 
lower and the overall response more controllable than with the more potent 
psychedelic drugs. It would be incorrect to say that cannabis in moderate 
doses actually produces a mild LSD experience; the effects of these two drugs 
are physiologically, behaviourally and subjectively quite distinct. 
Furthermore, since no cross-tolerance occurs between LSD and THC, the 
mechanism of action of the two drugs is thought to differ.””"" 


Although the altered state of consciousness produced by cannabis is 
undoubtedly multi-dimensional, as Tart has argued," there seems to be a 
common factor of ‘highness’ which can be reliably rated by subjects under 
certain laboratory and social situations. However, there is currently 
considerable controversy regarding the ability of even regular users to 
discriminate among different doses of cannnabis and similar but inactive 
placebo material." While many of the subjective effects of 
cannabis are obviously difficult to quantify, subjects in Commission 
experiments were fairly efficient at differentiating the various doses on 
subjective indices and were not deceived for long by the placebo. Clear dose- 
and time-response effects were seen on a simple “highness” rating scale, and 
subjective measures correlated significantly with a number of objective 
behavioural and physiological variables. Some of the inconsistencies in the 
literature with respect to the reliability of subjects’ phenomenological 
evaluations in the laboratory are probably due, at least in part, to the lack of 
standardized smoking techniques in most experiments. 


The role of learning in the subjective effects of cannabis is perhaps most 
apparent in the phenomenon often referred to as a ‘contact high’. Persons 
familiar with cannabis use may report feeling some of the milder subjective 
effects of the drug, without using it, when they are interacting with persons 
who are ‘high’. Similar occurrences have been reported with other drugs, 
including alcohol. 


A cannabis ‘high’ typically involves numerous phases. The initial effects are 
often somewhat stimulating and, in some individuals, may elicit mild tension 
or anxiety which is usually replaced by a pleasant feeling of well being. The 
later effects usually tend to make the user introspective and tranquil. Rapid 
mood changes often occur. A period of enormous hilarity may be followed by 
a contemplative silence. Many users report that they have some control over 
the degree to which they are involved in the subjective effects and that, when 
necessary, they can ‘come down’ and perform normally. Such a phenomenon 
may account for some of the discrepancies which exist between the 
substantial subjective changes that are often reported in the absence of 
significant objectively verifiable behavioural effects. The ability of subjects to 
‘come down’ at will has not been adequately explored experimentally. 


Subjective effects which are typically reported by users include: happiness, 
increased conviviality, a feeling of enhanced interpersonal rapport and 
communication, heightened sensitivity to humour, free play of the 
imagination, unusual cognitive and ideational associations, a sense of 
extraordinary reality, a tendency to notice aspects of the environment of 
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which one is normally unaware, enhanced visual imagery, altered sense of 
time in which minutes may seem like hours, changes in visually perceived 
spatial relations, enrichment of sensory experiences (subjective aspects of 
sound and taste perception are often particularly enhanced), increased 
personal understanding and religious insight, mild excitement and energy (or 
just the opposite), increased or decreased behavioural activity, increased or 
decreased verbal fluency and talkativeness, lessening of inhibitions and 
emotional control, and at higher doses, a tendency to lose or digress from a 
train of thought. Feelings of enhanced spontaneity and creativity are often 
described, although an alteration in creative performance is difficult to 
establish scientifically. While most experts agree that cannabis has little 
specific aphrodisiac (sex-stimulating) effect, many users report increased 


enjoyment of sex and other intimate human contact while under the influence 
227,232,238,239,249,349, 350,35 1,438,440,481,598 
of the drug. 


Unpleasant experiences may occur in different individuals, or possibly in 
the same individual at different times, although significant acute adverse 
effects are relatively infrequent. Apparently most regular cannabis users have 
experienced some undesirable side effects from the drug.771°7997%20.48127207.098 
Some of these reactions may include: fear and anxiety, depression, 
irritability, nausea, headache, cold hands and feet, backache, dizziness, 
blurred vision, a dulling of attention, confusion, lethargy, and a sensation of 
heaviness, weakness and drowsiness. Disorientation, depersonalization, 
delusions, suspiciousness, paranoia and, in some cases, panic, loss of control, 
and acute psychotic and depressive reactions have also been reported. 
Schwarz has compiled an extensive catalogue of reports of negative effects 
which have at different times been attributed to cannabis in the literature.” 
Adverse psychological reactions to cannabis are discussed in more detail in a 
separate section below. 


Experimental Evidence of Sensory-Perceptual Effects 


Attempts to objectively demonstrate in the laboratory the phenomenolog- 
ical experiences described by users have met with mixed success. Little 
research has been done using modern signal detection methods, and the 
majority of studies have focussed on rather gross sensory aspects of the 
perceptual phenomenon of ultimate interest. 


At moderate doses, cannabis users often report a feeling of improved visual 
clarity and acuity. At high doses, some blurred vision and difficulty with 
focussing may be noted and, occasionally, users report decreased or 
intensified depth perception.” Experimental attempts to demonstrate effects 
in visual acuity and depth perception have found no consistent change, 
however.'**** In a Commission experiment there was a suggestion of 
decreased depth perception with the higher marijuana dose, but no effect was 
seen on general visual acuity.'* Caldwell found no cannabis effects on 
brightness discrimination at apparently low doses.”* These visual functions 
should be further explored utilizing signal detection techniques.” 


In a pilot study which has received considerable publicity, Frank and 
associates suggested that visual recovery from bright-light glare was delayed 
by several seconds after marijuana smoking.'” It was implied that this 
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increase in recovery time might increase the danger of night driving after 
cannabis use. However, later statistical analysis of the data showed no 
significant effect. Furthermore, in the same study, marijuana did not 
produce any change in illumination threshold. In another pilot study, these 
same investigators found no cannabis effects on simple dark adaptation.” An 
exploratory study by the Commission using five subjects, run twice with a 
moderate dose of marijuana and twice on placebo, also found no statistically 
significant effect of marijuana on the recovery of dim-light visual acuity after 
bright-light glare.©’ In addition, in a more comprehensive experiment using 
higher doses, Moskowitz found no cannabis effects on glare-recovery."” Some 
cannabis users have reported a subjective sensation that visual after-images 
are retained for a longer period of time when ‘high’.'°*** This effect might be 
explained by the general tendency of subjects to overestimate the passage of 
time after taking cannabis. 


In a Commission experiment a significant improvement in two-flash fusion 
threshold (a measure of temporal acuity) was found one hour after subjects 
smoked cannabis.“ No change was seen in the Archimedes rotating spiral 
visual after-image test in this study. An enhancement of visual evoked 
cortical potential’ suggests some alteration in visual sensation with cannabis. 


Almost uniformly reported by users are a variety of changes in eyes-closed 
visual imagery—even in persons who rarely experience the phenomenon 
normally. In Commission experiments, dose-dependent increases in vividness, 
clarity, colour, movement, depth and complexity of eyes-closed visual 
imagery were demonstrated.** In a few instances at the higher dose, 
synesthesia was reported (some imagery contained qualities experienced 
through other senses as well). This phenomenological analysis confirms the 
view that cannabis produces visual imagery changes somewhat similar to 
those reported with mescaline and LSD.***°**°°" Tn rare instances, usually 
involving very high doses, eyes-open imagery or visual hallucinations may be 
seen with cannabis.” 


Increased sensitivity to sound and greater appreciation of the subtleties of 
music are widely reported by cannabis users. While these subjective 
phenomena are not readily amenable to laboratory testing, simple sensory 
tests have found only minor and inconsistent changes in both directions in a 
variety of auditory differential discriminations and thresholdse: uaa 


Cannabis users frequently report an increased sensitivity to, and awareness 
of, touch. While some investigators have found indication of enhanced 
sensation on certain measures,”’ little or no change has been found in most 
laboratory experiments. Cannabis has been widely used in the past as a pain 
reducer. Its analgesic effects may not apply to all types of pain, however, and 
in some situations cannabis might even increase sensitivity to pain. In one 
continuing study, cannabis was found to be an effective analgesic.*"' Little 
systematic investigation has been done in this area, however. The analgesic 
effects of cannabis, alone and perhaps in conjunction with other analgesic 
drugs, may have considerable therapeutic potential and should be fully 
explored. In spite of common reports from cannabis users that taste 
sensations are greatly enhanced by the drug, in one laboratory experiment no 
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change was found in taste and olfactory sense.'*” This is another area which 
has not been adequately explored. 


Change in time perception is one of the most consistently reported features 
of the cannabis ‘high’. Subjective time is almost invariably faster with the 
drug than without it, and cannabis usually results in an overestimate of the 
passage of clock time. Time production, rather than estimation, is less often 
affected.'*'4! In some instances, subjects’ estimates of clock time after 
marijuana are more accurate than with placebo, because of a normal tendency 
to underestimate time in certain conditions.” All of these various time 
perception effects have been corroborated on different measures in 
Commission experiments.” Time perception effects may be related to 
changes in short-term memory or may reflect a general speeding up of an 
“internal clock”’. 


Caldwell and associates report that one of the more sensitive objective 
indices of a marijuana ‘high’ is an increase in the auto-kinetic effect—a 
measure of apparent movement of a small stabilized light source in an 
otherwise dark environment. A similar increase in auto-kinesis was found in 
a Commission experiment. No consistent effect on the rod and frame test or 
other putative measures of field dependence have been reported in the 
literati cesses 


INTELLECTUAL AND COGNITIVE EFFECTS 


Cannabis temporarily alters a variety of intellectual and cognitive 
functions, and these changes are related to dose, past experience, and other 
psychological and social variables. Of the mental abilities so far tested, acute 
impairment is found more consistently with complex tasks than with simple 
ones, and with high doses rather than medium or low quantities. Although 
many profound changes in thought and perception are reported by users, few 
of these have been documented in the laboratory. The intellectual effects of 
acute cannabis use are rarely detectable by the casual observer, and 
experienced users generally have little trouble functioning socially without 
detection, even after relatively high doses. Users often report considerable 
improvement or expansion of certain psychological capacities from the drug, 
but such effects have generally not been adequately explored or documented 
scientifically.’°’> Cannabis users often report that when very ‘high’, they 
experience some trouble following a train of thought and may easily lose 
track of the direction of a conversation. Changes in speech patterns have been 
reported.“ Some users have also noted that when ‘high’ they tend to get lost 
while walking or driving more often than when not under the influence of the 
CUP aia. 


In spite of the rather profound short-term subjective psychological changes 
reported to occur with cannabis, the experimental literature is surprisingly 
inconsistent in reporting objectively documented changes in intellectual 
capacity or performance. Even a number of studies employing what would 
appear to be high doses have been inconsistent in detecting cannabis effects 
on standard tests of cognitive and intellectual functioning. Many of the tests 
employed are clearly not sensitive to, or appropriate for, the rather 
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amorphous psychological effects of cannabis. Consequently, both the positive 
and negative findings in the literature must be interpreted with caution. 


Performance on complex tasks apparently requiring sustained attention 
and short-term memory are most often impaired in laboratory studies, 
although significant effects have also been found on simple tests at very high 
doses. Least effect is found with simple and familiar tasks, and those which 
the subject has had experience performing while ‘high’. In a number of 
experiments, regular or chronic users performed better on standard doses 
than did novices or light users.°°07°1- 


Tasks studied in the laboratory which have, in some situations, shown a 
cannabis-related impairment include: goal-directed arithmetic tasks, learning 
of a digit code and digit-symbol substitution, short-term or immediate 
memory tests, reading comprehension, and performance on cognitive and 
psychomotor tasks in the presence of distracting stimuli. Other studies have 
not found these effects. Simple memory tasks have given especially 
inconsistent. results.4!!}13%161.207.262,208,397,407,85 1,002.0 Several recent laboratory 
studies suggest a dose-related impairment of attention and vig- 
ilance.!!!:!3!455 Subjective reports from users confirm the notion that 
cannabis, in sufficient doses, often causes lapses in short-term memory and 
directed attention. 


Mayor La Guardia’s Committee investigated the effects of rather large 
doses of smoked and orally administered cannabis on_ intellectual 
functioning.” Their data indicate that high doses impair a variety of mental 
abilities, while lower doses have little effect or may improve some of them. 
The conclusions that can be drawn are limited, however, by lack of statistical 
analyses of the data. 


The research group of Melges, Tinklenberg, Hollister and others have 
studied certain aspects of THC-induced changes in short-term memory and 
temporal perception.”*””*!'*"” Significant impairment was found on a goal- 
directed serial arithmetic task under some conditions, but not under others. 
This test is felt to assess short-term memory, attention and goal-directed 
organizing abilities, and an inability to perform properly was considered to 
reflect “temporal disintegration”. With cannabis, subjects were shown to 
concentrate more on present thoughts and experiences than on aspects of the 
past or future. The researchers suggest that “temporal disintegration”’, seen at 
higher doses, can account for this phenomenon and may play a significant 
underlying role in a number of other cannabis effects, including 
depersonalization, a sense of timelessness, and perhaps acute psychotic or 
panic reactions. They also report that impairment in immediate memory with 
marijuana may be episodic and brief in duration, rather than following a 
smooth and continuous time course. 


Waskow and associates found no decrement on the Wechsler Memory 
Scale at moderate doses of oral THC. Serial addition was affected only when a 
secondary distracting condition was presented concomitantly.°” Rafaelsen 
and co-workers reported that orally administered hashish produced a dose- 
dependent impairment on several psychological tests, which included the 
reproduction of sentences, learning finger labyrinths (mazes) and certain 
arithmetic abilities. Other tasks did not reveal significant effects.” Another 
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research group found that orally administered cannabis concentrate impaired 
reading comprehension and the learning of a digit code, and affected choice 
reaction time in a way which suggested a basic impairment in focussed 
attention and vigilance.” 


Recently an impairment in short-term memory was found in monkeys 
trained to smoke marijuana. The same effect was seen with orally 
administered THC. The monkeys exhibited some evidence of a “loss of ability 


or motivation to perform complex tasks eo 


Abel has studied various aspects of marijuana effects on human memory 
processes and has described several mechanisms by which performance could 
be impaired.”** The drug might interfere with either acquisition of new 
material, storage of the information, or retrieval of stored material, or a 
combination of these. Abel gives evidence that retrieval mechanisms are not 
affected, but that acute intoxication with cannabis interferes primarily with 
acquisition processes involved in the storage of information—perhaps by 
reducing the focussing of attention required for adequate rehearsal of 
information for efficient memory storage. By contrast, Moskowitz’s recent 
work suggests that marijuana affects only the very initial acquistion of 
information, rather than its rehearsal or transmission to storage.*” Again, 
attention factors are suspected of playing a central role in this deficit. 


The Commission has investigated the effects of marijuana and THC on 
several intellectual and cognitive abilities with drug doses commonly used in 
North America today.” Short-term serial position memory was significantly 
impaired with the higher THC and marijuana doses, but not with lesser 
quantities. No significant drug effects were seen on the digit symbol 
substitution test, or on finger painting (rated on a variety of psychiatric, 
graphic and aesthetic dimensions) 12 to 2 hours after smoking. Subjects 
rated themselves significantly lower on the Clyde Mood Scale “clearthinking”’ 
factor after cannabis use than with placebo. None of these effects was 
significant when the test battery was repeated 42 hours after smoking. 


In a separate Commission experiment, sustained attention was assessed in a 
40-minute visual signal detection task which was subjectively boring and 
tedious, and made precise demands on the subject. Cannabis consistently 
reduced accuracy, and the decrement in performance (d') correlated positively 
with the individual’s subjective rating of the intensity of the drug-induced 
‘high’. Similar effects have recently been found on an auditory signal 
detection task.*” In another Commission experiment, however, no cannabis 
effects were seen on a secondary choice-reaction task designed to assess 
attention and response speed.*’* The effects of cannabis on attention and 
vigilance should be further explored in a broader stimulus-and-reward 
context. 


Cannabis users often claim enhanced creativity, and the ability to see new 
and significant relationships among sensory and cognitive experiences with 
the drug: The evidence in this*repard issmixedy =? -25)s) SE) Sey 
functions are extremely difficult to study scientifically. Creativity has not been 
adequately explored experimentally, even under non-drug conditions, and 
significant advances are not expected in the near future. While several studies 
have found that cannabis users tend to be more imaginative, flexible and 


54 


2. Cannabis and Its Effects 


creative than average, the association between the use of the drug and these 
personality characteristics has not been shown to be a drug effect. 


Certain combinations of dose, set and setting can induce severe acute panic 
or psychotic reactions. Clinical reports indicate that such temporary states are 
often characterized by extreme confusion, grossly impaired judgement and 
immediate memory, and a significant reduction in “reality testing’. Adverse 
reactions of this type are examined extensively in a later section. 


In the past few years a considerable number of surveys have examined the 
relationship between the use of cannabis and reported academic performance. 
In most of these studies, including the Commission’s national survey of high 
school students,*” cannabis use tended to be associated with slightly poorer 

rades, with heavy users doing less well than others.?1°41?472002%, 
64,569,572,586,591.666 On the other hand, several studies have discovered no 
relationship between cannabis use and grades.°?74°040 Tn the 
Commission’s national survey of university students there was no significant 
difference in the overall grade distributions of cannabis users and non- 
users.*! Two college surveys in the United States have found that light or 
infrequent users had better academic records than either non-users or heavy 
users.>?”’ A negative correlation between the use of cannabis and school 
performance seems to be more frequent in high schools than in universities. 
Canadian surveys have been more consistent than United States studies in 
linking poorer performance with drug use (and have generally shown less 
prevalent drug consumption). It is interesting to note that in most studies, the 
use of tobacco and alcohol reflects a similar, but sometimes weaker, negative 
relationship with academic performance. 


No causal inferences can be drawn from these correlational studies. 
Campbell, however, has suggested that the prolonged and heavy use of 
cannabis can lead to a temporary deterioration of the capacity to abstract and 
synthesize, and such a deficiency would likely be reflected in academic 
performance.” This hypothesis should be systematically explored. 


A number of other recent clinical and interview reports also suggest that 
some cognitive impairment may be associated with chronic cannabis use by 
some persons in North America.!7°#®°8@8e-8© Problems of thinking, 
attention, concentration and memory were noted in several instances. A 
tendency for some “excessive” users “to favour regressive and magical to 
rational thinking” has been reported.” Schwarz has drawn attention to a 
parallel between the short-term effects of cannabis on cognitive functioning 
and some alleged chronic effects. He is of the opinion that, “Despite the 
persistence of acute toxic features in some people, in a majority of cases the 
effects wear off in a comparatively short period of time after drug intake is 
stopped.’””? [P. 12] 


Very little controlled research has been done on the effects of chronic or 
sub-chronic cannabis use on cognitive functioning. The 1946 study by 
Williams and associates suggests a slight reduction in performance on an I.Q. 
test and no change in rote-memory over a period of more than one month of 
heavy daily use,” but the interpretation of the experiment is hampered by 
the lack of both a control group and statistical analysis of the data. Miles and 
associates, at the Addiction Research Foundation of Ontario, are 
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investigating the effects of daily marijuana smoking (at various doses) in the 
laboratory for periods of up to two months.*” Matched control subjects were 
examined under identical conditions. No significant chronic changes in 
intellectual functioning due to marijuana have been detected in these studies. 
(A preliminary summary of this continuing experimental program is 
presented in Annex B at the end of this chapter.) 


Recently in a preliminary study, Dornbush has found tentative evidence of 
some recovery from initial drug-induced cognitive impairment when subjects 
were administered a fixed marijuana dose daily for a few weeks.'® By 
contrast, Hollister has found no change in drug effects over a five-day period 
of daily oral THC administration.**' Several other experimental studies which 
are presently in progress should add significantly to the information in this 
area.” 


In Jamaica, Bowman examined a total of 30 males with a 10-year or longer 
history of steady use of cannabis, and 24 matched non-users. These groups 
were not consistently different on a wide variety of measures of cognitive 
function and memory.” The United States NIMH has sponsored a large-scale 
study of a broad range of psychological, social and physiological measures in 
cannabis users in Jamaica, but the results of the investigation have not yet 
been made public.** A continuing study of chronic hashish smokers in 
Greece will also be interesting in this respect.'* So far, no gross abnormalities 
have been found. In Egypt, Soueif has compared 850 persons imprisoned for 
cannabis use with prisoners who had never taken cannabis, opium or other 
illegal drugs. The drug users performed less well on most of the cognitive 
fesiqg 


After a general inquiry, in 1893 the Indian Hemp Drugs Commission came 
to the conclusion that “...the moderate use of hemp drugs produces no 
injurious effects on the mind....”’ But, “It is otherwise with excessive use.”’ The 
Commissioners stressed, however, that moderate use is the rule “...and that 
the excessive use is comparatively exceptional.””” [P. 264] 


Mayor La Guardia’s Committee examined 48 users in New York who had 
been smoking regularly for two to seventeen years. The Committee concluded 
that: 


There is definite evidence in this study that the marijuana users were not inferior 
in intelligence to the general population and that they had suffered no mental or 
physical deterioration as a result of their use of the drug.” [P. 141] 


There have been reports from the East that certain long-term heavy 
cannabis users, who apparently constitute a group not unlike North American 
skid-row alcoholics, show a progressive deterioration in intellectual ability. 
We have been unable to find evidence of such long-term effects in the 
Western literature. Eastern and other literature concerning acute and long- 
term effects on cognitive functioning of this character is considered in greater 
detail in the section on adverse reactions. 
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PSYCHOMOTOR PERFORMANCE AND DRIVING 


Psychomotor Performance 


The effects of cannabis on psychomotor skills depends upon dose, the 
subject’s past history of use (and probably his experience with the task while 
‘high’) and the nature of the sensory, cognitive and muscular components 
involved in the task studied. The “set and setting” are also undoubtedly 
important, as well, but have not been adequately studied in this context. 


Mayor La Guardia’s Committee found that apparently large doses of oral 
or smoked cannabis impaired hand and body steadiness and choice reaction 
time. Simple reaction time and maximum tapping speed were little affected. 
The decrements were generally dose-related, and persons with past cannabis 
experience showed less impairment in performance than did those who had 
not taken cannabis before.”’ The findings of decreased hand and body 
steadiness and impaired complex reaction time have been recently confirmed, 
as well as the observation that experience with the drug may reduce or 
eliminate the impairment.'****” There is some suggestion that cannabis may 
slightly alter ocular-motor (eye movement) function,*> although the general 
significance of such an effect is unclear. 


More complicated psychomotor skills, requiring an integration of 
continuously changing visual and muscular f eedback and motor control have 
recently been studied. Weil and co-workers tested cannabis-naive subjects 
with two different doses of smoked marijuana and an inactive placebo. 
Performance on a task requiring muscular co-ordination and attention 
(Pursuit Rotor Test) declined as dose increased. No effect was seen with the 
high dose in a small group of experienced cannabis users.’ Carlin and 
associates found no significant cannabis effects in experienced cannabis 
smokers on pursuit rotor performance, either while the task was being 
learned, or after the subjects’ tracking abilities had improved and stabilized 
with practice.''' Manno and associates found a dose-dependent impairment 
of pursuit tracking performance in a group which included both experienced 
and cannabis-naive individuals. A tracking impairment due to cannabis was 
demonstrated in three separate studies, although a dose-dependent 
relationship was evident only when the drug was administered on a body 
weight basis. Marijuana and alcohol together produced significantly greater 
impairment of tracking performance on one of the four stimulus patterns 
tested than did either drug alone. There is some suggestion that boredom and 
attentional factors played a significant role in these deficits.) tage 


Crancer’s group found no cannabis effects on a laboratory-simulated 
driving task.'® This study will be discussed in more detail below. Similarly, a 
recent study in Alberta found no marijuana-related impairment on a “pilot 
simulator” laboratory apparatus designed to assess “muscular complex co- 
ordination” skills.°! Rafaelsen and associates, in a preliminary report of their 
cannabis and alcohol driving simulator research, noted no drug effects on 
“start time”, but both drugs increased “brake time”. Again, attention 
problems were implicated in the brake time delays. Binder reported that 


marijuana increased response latency in a laboratory tracking task.” 
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The Commission has investigated the effects of various doses of high purity 
THC, marijuana and alcohol on several psychomotor abilities in experienced 
users of these drugs.”'“”°!* Both the upper cannabis and alcohol (.07% blood 
alcohol level—b.a.l.) doses produced subjective effects reported to be generally 
comparable to those typically experienced when ‘high’ or ‘stoned’. (Although 
most subjects felt that the dose produced effects that were at least as intensive 
as their normal experience with the drug, others reported that they felt less 
‘high’ than usual.) Simple tracking and complex tracking (involving the 
addition of a foot choice-reaction task and occassional polarity reversals in 
the control device), tapping speed, and some automobile driving tasks were 
studied. The driving data will be discussed separately below. 


Maximum tapping speed was unaffected by cannabis.“ In the first hour 
after drug administration, alcohol and, less consistently, the upper marijuana 
dose resulted in a decrease in simple and complex compensatory tracking 
performance.’'* The interaction of low marijuana and low alcohol (.03% 
b.a.].) in combination typically resulted in more error in complex tracking 
than either low dose treatment alone. An additive drug effect was not as 
evident in simple tracking. A more detailed analysis of the various 
components of tracking error (discussed in Annex A of this chapter) suggests 
that the mechanisms of the effects of marijuana and alcohol on this task are 
somewhat distinct. Speed of reaction to tracking control polarity change 
tended to be slower with the higher dose of alcohol, but not with the other 
drug conditions. During complex tracking, whenever a number appeared on 
an electronic tube positioned above the tracking screen, the subject was 
required to push either a left or right pedal, or continue pushing a middle 
pedal with his foot, depending on which of three numbers was presented. No 
warning signal was given. This task was designed to assess both secondary 
attention and response time. Marijuana did not significantly change choice- 
reaction time, but alcohol reliably decreased response speed. The drugs did 
not cause subjects to miss signals or respond at the wrong time any more 
often than with placebo, suggesting no drug effects on the level of attention 
required to perform this task. The effects of low alcohol and marijuana in 
combination on choice-reaction were not significantly different from the 
effects of alcohol alone. No reliable drug effects were seen on psychomotor 
performance when the subjects were retested four hours after smoking. The 
additive decremental effects of alcohol and cannabis on psychomotor 
performance suggested in this study and by Manno and associates” may be 
of social importance because of the increased use of these drugs in 
combination. 


The effects of long-term chronic use of cannabis on psychomotor 
functioning has not been adequately explored. In William’s study, subjects 
smoked large quantities of marijuana daily for more than one month. No 
gross effects were noted on muscular co-ordination, although on one test of 
mechanical ability there was a tendency for increased speed but less accuracy 
as time went on.°” The lack of a control group and statistical analysis limits 
the conclusions that can be drawn from this study, however. In a report of a 
prison study in Egypt, Souief found a tendency for inmates arrested for 
hashish use to perform less well on psychomotor tests than did prisoners who 
had never taken any illicit drugs (1,689 subjects were tested).°***"* In two 
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studies of chronic heavy marijuana users and matched controls in Jamaica, 
Bowman found no evidence of significant psychomotor impairment.” Other 
studies of chronic and sub-chronic use are underway which may be of value 
here, but the relevant data have not yet been presented 1197751480" 


Automobile Driving 


Although there are clearly a multitude of valid reasons for interest in the 
effects of cannabis on psychomotor skills, concern has perhaps been greatest 
for possible adverse effects on automobile driving. While laboratory studies 
of psychomotor skills and attention are of considerable interest in this regard, 
the predictive validity of such tests with respect to actual driving has not been 
demonstrated, and generalizations must be made with great caution. 


Compared to most behavioural tasks studied in the laboratory, automobile 
driving is an extremely complex phenomenon. Certain isolated elements of 
the overall behavioural patterns involved have been explored, and some are 
reasonably well understood in abstract experimental conditions. However, the 
relative importance of various perceptual, cognitive and psychomotor 
responses in general driving and (of greater significance ultimately) in traffic 
accidents and fatalities is not clear. Although it would seem obvious that gross 
impairment in any of a number of essential functions would affect driving 
ability, little is known as to the actual causes of traffic accidents, and small 
defects in one or more components might not result in significantly increased 
accidents or injuries. 


Many popular assumptions as to essential driving skills, which may on the 
surface seem valid, have not been supported by studies of driving behaviour. 
It has been shown that bad drivers (i.e., those with a large number of moving 
violations) actually had faster reaction times, performed better on a number 
of visual perception tasks, and were more knowledgeable about traffic laws 
than individuals with better driving records.'“°* Fergenson found that 
drivers with high accident rates were slower in a choice-reaction time test 
than -non-accident drivers, but those with many traffic violations and no 
accidents performed best.’ Currie has argued that elementary psychomotor 
functions, like simple reaction time, are generally not significant factors in 
accidents, but that judgemental faculties such as the perception of danger are 
more important.'*” It would seem that such factors as driver attitudes, risk- 
taking traits, general judgement, attention and susceptibility to distraction, 
and a variety of other variables which are very difficult to measure under 
natural conditions, may be more significant in contributing to automobile 
accidents. Waller stresses that both laboratory and epidemiological data are 
needed in this area.“* Non-experimental information of value can be gained 
from studies of users’ attitudes, experiences and driving records, and by 
systematic investigation of accidents. Data in these various areas will be 
discussed below. 


Hypothetically, there are many ways in which a drug might change some 
component of the driver’s car handling or traffic negotiation abilities. A drug 
might, for instance, damage his ability to assess risks, or to integrate the 
complex feedback involved in car handling. It could subtly impair the driver’s 
psychomotor co-ordination or simply make him fall asleep. The drug could 
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alter his perception of the roadway or change the way he evaluates the 
intentions of other drivers, or it might perhaps interact with a particular 
situation in the environment, regardless of the driver’s skill and motivation. 
A drug could very well have drastic, disabling effects on driving ability and 
yet have little effect on accident rates if people tended not to drive after using 
the drug. A drug could have an effect on driving and accidents, but cause few 
injuries, perhaps because it would induce its users to drive more slowly and 
thus be involved mostly in minor accidents. (Driving slowly, however, may 
cause difficulties for others in fast-moving traffic.) A drug might have no 
effect on psychomotor functions, yet increase risk-taking or aggressiveness in 
a way which leads to a greater incidence of accidents and injuries. 


As noted above, cannabis has a variety of perceptual, cognitive and 
psychomotor effects which are dose-dependent. General psychomotor skills, 
such as tracking ability, complex reaction time, etc., may be only slightly or 
not at all impaired at low doses, while higher doses often produce a more 
definite effect. It has been shown that cannabis can affect attention and 
judgement, and, if the dose is sufficiently large, can produce considerable 
perceptual distortion. On the other hand, cannabis does not normally seem to 
increase aggression and apparently often reduces it. In all, it would seem 
likely that under some conditions, cannabis might have adverse effects on 
driving, and that any such effects would vary as a function of dose and a 
variety of other factors. 


Attitudes of Users Towards Driving 


A number of surveys of regular cannabis users indicate that at least half 
have ‘driven ‘while “under “the” influence of “cannabis.” =-" = aa 
significant proportion of these persons feel that their driving is impaired by 
the drug, and many generally refuse to drive after using cannabis. Others 
deny any impairment. Many indicate that they compensate for initial 
difficulties and, in fact, are more careful and, consequently, safer drivers 
when ‘high’. It has even been suggested that because of the tranquilizing 
effects attributed to cannabis, low doses might improve driving performance 
in some nervous individuals under certain conditions of tension or stress. 
Other observers have expressed concern over the possible effects on driving of 
“flashbacks” or recurrences of intoxication effects in the absence of recent 
drug use. 


Klein and associates studied college students’ attitudes to cannabis and 
driving, and found that infrequent and former users tended to downgrade 
their driving-related perceptual and psychomotor abilities with marijuana 
more frequently than did chronic users. In addition, non-users and infrequent 
users tended to disapprove of the use of marijuana by airplane pilots and 
commercial and private automobile drivers more consistently than did 
chronic users.*” Whether these attitudes reflect a differential sensitivity to 
marijuana effects, possibly including tolerance, or perhaps some attempt at 
rationalization by chronic users, or other biasing factors (either positive or 
negative) is not clear. The authors also presented a series of case history 
examples where marijuana use was allegedly involved in crashes or poor 
driving. 
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Experimental Studies of Driving Skills 


Experiments of drug effects on certain driving tasks, or on simulated or 
putative components of actual driving behaviour, may answer certain specific 
questions regarding cause and effect in the experimental context, but they 
generally lack documented predictive validity with respect to performance 
under normal conditions of driving. In any experimental research on driving, 
of either the laboratory driving-simulator or driving-course type, some 
components of ‘real’ driving will be absent. In most laboratory simulator tests 
there are simulated demands on both the car handling and traffic negotiation 
functions, but actual vehicle control is lacking and many of the normal lines 
of feedback to the driver do not exist. In a simulator, the driver generally only 
uses vision (and perhaps hearing), while in real driving he receives feedback 
through his bodily senses (kinesthetic and vestibular) as to the consequences 
of his control movements. When automobiles are used in a controlled driving 
course, the driver receives normal feedback on performance, since he is 
handling a real car, but he does not have to cope with traffic or dangerous 
situations. Drug effects on real traffic negotiation are rarely studied for safety 
reasons. In either kind of test, the risks and payoffs involved are quite 
different than in normal driving, and in most experimental tests there is no 
risk in poor performance at all, except perhaps to the subject’s self-esteem. On 
the other hand, subjects are always aware that they are “performing” and 
under observation. In most testing of driver behaviour there is a limited and 
arbitrary choice of roadway and vehicle characteristics, so that interactions of 
driver factors with different aspects of the roadway and vehicle, which may 
be of the most interest, are not seen. The problem of validating any 
experimental tests against driving performance under normal conditions has 
not yet been solved, and the relative value of laboratory simulator and test- 
track driving measures is a matter of dispute. 


In 1969 Crancer and co-workers from the Washington State Department 
of Motor Vehicles published a study of marijuana effects on a laboratory 
driving simulator.'* Scores on a very similar task had previously been shown 
to correlate slightly with subjects’ driving records. The overall performance of 
36 regular cannabis users tested with a single dose of marijuana was not 
different from control, although there was less careful monitoring of the 
speedometer under the drug, and “driving” tended to be slower.'“ The main 
study was followed by two cursory investigations. Four subjects were retested 
with approximately three times the original dose and none showed a 
significant change in performance. Furthermore, four marijuana-naive 
subjects were tested after smoking enough marijuana to become ‘high’ (equal 
to or greater than the amount used in the main experiment). No significant 
change in scores occurred with the drug in these subjects either. 


The investigators cautioned that the study does not necessarily indicate that 
marijuana will not impair driving: 
However, we feel that, because the simulator task is a less complex but related 
task, deterioration in simulator performance implies deterioration in actual 
driving performance. We are less willing to assume that non-deterioration in 
simulator performance implies non-deterioration in actual driving.'® [P. 854] 


61 


Cannabis 


In order to obtain some standard reference point for the study, and to 
ascertain the sensitivity of the performance task to known drug-induced 
impairment, the subjects were also tested under a single dose of alcohol, 
designed to produce a blood alcohol level (b.a.l.) corresponding to the legal 
standard of presumed driving impairment in Washington (0.10% b.a.l.). The 
actual b.a.l. achieved was 0.11%, a relatively high dose.'“ The average 
number of errors under alcohol was significantly greater than that acquired 
under either the no-drug or marijuana conditions. The Crancer study has 
been widely quoted and distorted in the literature and is often referenced to 
demonstrate that marijuana does not affect driving—a conclusion not drawn 
by the original investigators. 


H. Kalant has pointed out that comparisons between the drugs must be 
made with caution due to the single doses used in the main study.’ He also 
suggested that, even though it would not have been easy for the subjects to 
fake good driving performance under marijuana, an anti-alcohol bias, 
sometimes seen in marijuana users, could have resulted in poorer 
performance in the alcohol condition. The study has also been criticized for 
comparing a heavy alcohol dose with a mild cannabis dose. However, Crancer 
apparently gave rather large quantities of marijuana, although the actual 
potency of the material used is in question. In another laboratory, marijuana 
from the same supply was found to be much weaker than originally 
estimated.””” 


As noted earlier, Rafaelsen’s group found that “socially relevant” doses of 
cannabis taken orally increased “brake time” (and apparently the number of 
missed signals) but had no effect on “start time” in response to the 
appropriate driving signals in their laboratory driving simulator.’ The 
U.C.L.A. group has released very little information about their driving- 
simulator research, but has suggested impairment due to marijuana in some 
other apparently driving-related tasks.**' Other general studies of 
psychomotor skills of possible relevance to driving have been discussed above. 


The Commission has conducted an initial investigation of the effects of two 
levels of smoked marijuana and a single dose of alcohol on a limited range of 
automobile driving tasks in 16 regular users of both drugs.”' Subjects’ ratings 
indicated that the upper cannabis dose and the alcohol (.07% b.a.l.) generally 
produced effects comparable to their typical levels of “highness”? or 
intoxication achieved with these drugs. Subjects were tested under all 
conditions and received first a drink and then a smoke in each session, one of 
which was a placebo on experimental drug days. In the control session, the 
subjects were given a disguised non-alcoholic drink and a “joint” of 
thoroughly extracted marijuana placebo. Subjects were tested for three- 
quarters of an hour on a driving course (marked out with wooden poles and 
plastic cones) on which they were required to perform a number of 
manoeuvering and parking tasks requiring good psychomotor control and 
judgement. Six consecutive laps of the 1.1 mile track were completed on the 
first test trial. Three hours after smoking, subjects were tested again on half as 
many laps. 


The low marijuana dose and placebo conditions were not different in terms 
of the number of poles or “road cones”’ hit. Both the higher marijuana dose 
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and the alcohol condition produced small increases in “hits”, which were 
reliably different from placebo, but not significantly different from each 
other. The higher cannabis dose resulted in a slight (7%) but consistent 
decrease in driving speed. This latter effect is in agreement with other less 
formal data.'*4** Driving speeds in the other drug conditions were not 
significantly different from those of the placebo conditions. Efficiency of 
handling was noted by a within-car observer. Awkward or superfluous 
driving manoeuvers (“rough handling”) tended to be greater under both drug 
conditions, but only the alcohol scores were significant. No substantial drug 
effects on the driving measures were detected on the second trial three hours 
after drug administration. 


Thirteen of the 16 subjects were experienced in driving in normal traffic 
after smoking cannabis or drinking alcohol, while three had never done so. 
Of the 13 experienced subjects, all but one reported having driven when 
feeling at least as “high” as they felt when getting the lower cannabis dose, 
while seven reported having driven when feeling at least as “high” as they 
did after getting the higher cannabis dose. Eleven of the 13 subjects had 
driven when feeling as “high” as they felt after the alcohol dose. In both the 
alcohol and upper cannabis conditions, the subjects rated their driving ability 
as lower than they did after placebo. Moreover, they felt that driving took 
more effort after either drug, and that normally they would be less likely to 
drive when feeling as they did. 


Faking poor performance under the alcohol condition seems unlikely in the 
present study. To begin with, subjects’ attitudes were carefully explored in 
interviews; none displayed any sign of hostility towards alcohol, and all were 
intermittent drinkers. Furthermore, some subjects thought they were 
receiving both drugs in the alcohol or high-dose marijuana conditions. In 
addition, the alcohol impairment among the marijuana users on these tasks 
was comparable to that displayed by a similar group of 12 non-marijuana- 
using alcohol subjects in a secondary study, in which cannabis was not 
mentioned. 


Considerably more experimental work 1s needed to elucidate the exact 
nature of the effects of cannabis on driving skills, including the examination 
of a variety of other performance and risk measures, as well as dose-response 
and drug-interaction effects (especially with alcohol). Important questions 
regarding high-speed freeway decisions and manoeuvering, for example, as 
well as susceptibility to distraction and reaction to unexpected events under 
conditions of relaxation, stress, fatigue, or boring long-distance driving 
should be explored. Some of these conditions are not easily amenable to 
controlled experimentation. On the basis of the Commission study, one 
cannot assert that cannabis does or will cause automobile accidents or the 
contrary. It does demonstrate, however, that marijuana, in acute doses within 
the range commonly consumed by some individuals in North America today, 
can produce measurable impairment of short duration in some driving tasks 
which are, in some respects, not unlike the effects of alcohol in quantities 
commonly used. More specific comparisons of the effects of these drugs on 
driving cannot be made on the basis of these data. Additional investigation is 
clearly indicated. 
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Previous claims that cannabis has no effect on driving skills (based largely 
on a misinterpretation of Crancer’s work), and poorly supported statements 
that experienced cannabis users can “come down’’, and completely control, or 
compensate for all the effects of the drug when necessary must clearly be 
modified.-* On the other hand, there is no evidence from available 
experiments for the notion that social cannabis use produces a disasterous loss 
of judgement or psychomotor control. Our research suggests that until further 
data are available, driving while under the influence of cannabis should be 
avoided. 


As described in an earlier section, a pilot study which suggested that 
cannabis might increase visual glare-recovery time by several seconds 
received wide publicity.’ Considerable concern has been expressed that 
night-time driving problems might be caused by such a sensory effect. 
However, the trend reported in the original report was not statistically 
significant. An investigation by the Commission of the effects of cannabis on 
recovery of dim-light visual acuity after bright glare’’ and a more 
comprehensive study by Moskowitz’ have also failed to find any major 
changes. To date, no adverse effects of cannnabis on visual glare-recovery, 
after-image retention, or dark-adaptation time have been demonstrated. 


Driving Records 


Waller has stressed that tests under experimental or laboratory conditions 
alone can give no definitive conclusions regarding highway crashes. 
Epidemiological data regarding actual driving conditions is needed as well. 
There have been several studies of the driving histories of identified 
marijuana users. McGlothlin and associates investigated the records of 
marijuana users who volunteered for an LSD experiment and found them to 
have traffic violation and accident rates which were not significantly greater 
than non-users."’” Klein’s group found that chronic cannabis users admitted 
to more frequent traffic violation charges than non-users,” but it was not 
ascertained whether or not these occurred while under the influence of the 
drug. In Haines and Green’s study, none of 81 regular users who had driven 
when “high” (many of them regularly) “...has ever incurred physical harm or 
has been involved in an auto accident when stoned’”’.* Crancer and Quiring 
found arrested male marijuana users to have more traffic violations and 
accidents than a control group, while in the marijuana arrestees as a whole 
(including females) the violation rates were not significantly elevated.’ As 
the authors point out, arrested users are not representative of the general 
population of users in society and there is no way of determining whether or 
not the excess accidents occurred while the users were under the influence of 
the drug. Even within the group studied, the reasons for deviant driving are 
unclear. The authors state, “The most obvious causes of a poorer driving 
record might be increased driving exposure, physiological impairment from 
using drugs, and character disorder.” 


Several other studies strongly suggest that personality and social factors 
may account for poor driving records.'’’ Waller investigated the driving 
records of 231 persons convicted for illegal drug use (usually cannabis) in 
California, and found the group to have more documented traffic law 
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violations, but no more accidents than other drivers. Many of these 
delinquent drivers began “illegal drug use... only after they were already 
known as ‘negligent operators’.’” Consequently, drug use was probably not a 
cause of the violations, but more likely reflected a general tendency to take 
risks and ignore the law.“ The author later concluded that, with other factors 
controlled, marijuana use alone was probably not related to excessive crash 
risk. 


For maximum gain, future investigations of driving records should take 
‘nto account such variables as age, sex and social characteristics of the 
subjects, pre-drug-use behaviour and personality, the frequency of cannabis 
and other drug use, overall driving exposure (both with the drug and without 
it), and the presence or absence of intoxication or drug-induced impairment 
at the time of the violation or accident of interest. 


Accident Investigations 


Several anecdotal reports, case histories or other stories implying 
marijuana involvement in accidents or poor driving have appeared in the 
literature5”°23° The significance of even verified isolated reports is difficult 
to ascertain. Waller points out in his recent review of drugs and driving: 


Anecdotes or individual case histories can suggest relationships and mechanisms 
in specific instances. They can give no indications, however, as to the frequency 
with which relationships exist. The event described may be commonplace or 
quite rare.“ [P. 1479] 


Unfortunately, due to the lack of convenient and reliable chemical 
techniques for quantifying or even detecting cannabinoids in body fluid or 
tissues, it has not yet been possible to objectively compare the occurrence of 
cannabis use in drivers who have had accidents with those who have not. 
Such controlled surveys of fatal and non-fatal accidents, and of drivers both 
“at fault” and “victims”, have been of major importance, for example, in 
clarifying the role of alcohol in traffic accidents (see Borkenstein’s work”). 
Similar studies focussed on the detection of cannabis and other drugs, as well 
as alcohol, in persons involved in accidents, should be initiated once the 
appropriate biochemical tests have been developed for cannabinoids. Recent 
advances in detecting cannabinoid metabolites in the urine may provide some 
qualitative assistance in this area. 


In order for epidemiological studies of this type to yield reliable 
information about a drug’s potential traffic hazards, the incidence of the use 
of the drug in the driver population must be fairly substantial. Such 
investigations are clearly not sensitive to driving conditions which are 
relatively infrequent at the time of the study. It would appear that in most 
parts of Canada the present coincidence of cannabis use and automobile 
driving in the general population is probably too low for the detection of 
possible cannabis-related traffic hazards using this research technique. Such 
studies might be feasible in parts of British Columbia or California, for 
example, or in other areas or countries where regular cannabis use is quite 
common. 
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Conclusions Regarding Traffic Hazards 


In his 1971 review of the literature, Waller cautiously concludes that the 
use of marijuana may not be associated with a substantial increase in crash 
risk.’ Similarly, Nichols, in a major review of the broad area of drugs and 
highway safety prepared for the United States Department of Transport in 
1971, concluded that the existing data do not confirm the hypothesis that 
drug use (other than alcohol) is presently a major factor contributing to 
highway crashes and fatalities.’ Both investigators stress that important gaps 
exist in our present knowledge, and that no definite statement can be made at 
the present time regarding the possible role of cannabis in accidents. 


While Commission experimental findings do not invalidate the guarded 
conclusions of Nichols and Waller, both the demonstration of some, even 
limited, driving impairment due to cannabis, and the evidence suggesting that 
cannabis and alcohol have additive detremental effects on certain 
psychomotor skills, indicate that a cautious approach should be taken in 
interpreting the present, very limited epidemiological data regarding 
cannabis and traffic accidents. Continuing changes in the frequency and 
patterns of use of cannabis (and other drugs, including alcohol), in addition 
to improved research techniques, may substantially alter the epidemiological 
picture in the future. These changes must be carefully monitored and 
documented. 


ADVERSE PSYCHOLOGICAL REACTIONS 


ADVERSE REACTIONS 


The term adverse reaction, as traditionally applied to the medical use of 
drugs, refers to significant undesirable or negative side-effects of the drug. 
The distinction between main or desired effects and the multitude of other 
side effects which the drug may have is not absolute in any sense, and the 
application of these terms generally depends on the conditions of drug use. In 
the medical use of drugs, the desired and undesired effects are relatively easy 
to define in a specific treatment context, although the labels may change with 
the aims of the therapy. 


Drug adverse reactions in the medical context are not at all unusual. In one 
recent study in Montreal, a total of 524 psychiatric patients experienced 730 
adverse reactions to psychotropic drugs administered them for therapeutic 
purposes.” This represents an overall incidence of close to 10% of the more 
than 5,000 patients studied over a one-year period. Predominant adverse 
reactions included central nervous system effects, behavioural effects and 
autonomic physiological effects. 


In the area of the non-medical use of drugs, defining adverse reactions 
becomes considerably more complicated. With cannabis, for example, 
personal and social attitudes and norms often dominate in the interpretation 
of drug effects. What may be a desirable or pleasurable effect to one 
individual in a certain situation may be considered an adverse response or a 
side effect in another situation or to another individual. For example, 
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cannabis effects that are subjectively considered “psychedelic” or “peak” by 
certain persons are often defined as “psychotic” by others. Feelings of 
increased sensitivity to humour, reported by some users, may be viewed as 
“unnatural hilarity” or “loquacious euphoria” by other individuals. What 
some would consider “exploration of inner consciousness” might 
alternatively be called “escape from reality’’. Clearly, the labelling of certain 
aspects of a drug experience as adverse, neutral or positive is often a function 
of individual and social constructs and concepts of normality, morality and 
reality, and generally implies a definite value judgement beyond the objective 
reporting of behaviour and experience.’ In a survey of physicians regarding 
adverse reactions to LSD, one respondent stated, “From my understanding of 
the effects, I would consider all reactions to LSD as ‘adverse’ regardless of the 
immediate subjective response.” Clearly, not all LSD users or other 
observers share this opinion. As Bialos indicates, in discussing some of the 
difficulties with defining marijuana adverse reactions: 


..drug users, the non-drug user friend, the professional clinical observer, the 
researcher, the law enforcement official, and the middle-aged, middle-class 
citizen may all have different criteria for defining the syndrome.” [P. 819] 


Tart has proposed two criteria for selecting what he believes would be 
unequivocally negative effects: 


(1) The effect is clearly unpleasant, 
(2) it has no redeeming value, other than as a possible lesson to the user.”* 


While most observers might agree in principle with the approach, 
considerable conflict among individuals would undoubtedly arise in the 
application of these criteria in many practical situations. 


Even if agreement is reached as to whether a particular drug-associated 
condition is positive or negative, in practice one is often left with the difficult 
task of determining whether the behaviour or condition under consideration 
is in fact a response to the drug, whether the drug use is the result of the 
condition, whether the two are merely randomly coincident, or if a 
combination or interaction of these possible situations might exist. Some 
observers contend that only those with serious psychiatric disorders become 
heavily involved in non-medical drug use, while others might argue from the 
same data that the drug is primarily responsible for the pathology. 
Alternatively, some investigators have suggested that the “cannabis 
psychosis” often noted in Eastern literature, for example, is merely 
endogenous schizophrenia occurring in the drug-using population, 
independent of drug use. 


In spite of these ambiguities, a number of rather specific concerns have 
developed regarding possible adverse psychological reactions to cannabis. 
Some of these alleged effects, which will be examined in detail below, include 
acute adverse reactions such as depression, anxiety, panic or psychotic-like, 
short-term responses; cannabis augmentation of pre-existing neuroses, 
character disorders and adjustment problems, functional psychoses, in which 
cannabis might serve as a precipitating or complicating factor; long-term 
changes in personality, behaviour or life style associated with chronic use (for 
example, the so-called “amotivational syndrome’’); a specific “cannabis 
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psychosis” or dementia of a chronic nature caused primarily by the drug; and 
“flashbacks” or recurrences of previous drug effects. 


Because of the potentially serious nature of these alleged acute or chronic 
effects and the current vociferous controversy regarding both the validity and 
frequency of such occurrences, the literature concerning adverse reaction will 
be reviewed in considerable detail below. 


ADVERSE PSYCHOLOGICAL REACTIONS TO CANNABIS IN THE EAST AND IN 
NoOn-INDUSTRIAL COUNTRIES 


A vast literature exists describing complications of chronic cannabis use in 
the Middle and Far East, where the drug has been consumed for centuries. 
Generally, moderate use seems to be the rule, with little evidence of harmful 
effects in the majority of users. However, cannabis has long been implicated 
in serious psychiatric problems in some chronic heavy users, who reportedly 
constitute a population similar to the derelict skid-row alcoholics of this 
continent. There are a variety of problems with interpreting these reports and 
generalizing their conclusions to North American conditions of cannabis use. 
It has often been said that many of these countries are underdeveloped 
scientifically and medically as well as economically. Consequently, few studies 
exist which are even marginally adequate by present scientific standards of 
clinical research. As discussed earlier, medical and psychiatric diagnostic and 
treatment practices vary greatly from country to country. In addition, in most 
non-industrial countries, psychiatric institutions are grossly understaffed and 
suffer from a serious lack of modern treatment and diagnostic facilities. The 
majority of subjects in most of the Eastern studies were illiterate, 
impoverished and malnourished. Furthermore, the potency, form, and mode 
of administration of cannabis (and the presence of other psychotropic drugs), 
as well as the extent, patterns of use and social and religious meaning, differ 
greatly from conditions in North America. 


The 1971 United States Health, Education, and Welfare Marihuana and 
Health report states that: 


In evaluating the significance of overseas studies of the relationship of cannabis 
use to mental deterioration, it is important to recognize the comparatively low 
level of attention that can be paid to psychiatric illnesses and to the fate of the 
mentally ill in countries where life for the bulk of the population is one of 
marginal survival and there are more pressing public health problems. Here 
crippling chronic illnesses long since eliminated in the West are still endemic, and 
mental hospitals and trained psychiatrists do not rank high on the list of national 
health priorities. Yet some of the most widely quoted studies in the literature on 
marihuana and psychosis have originated from poorly staffed and maintained 
psychiatric hospitals, operating with a minimum of professionally trained 
psychiatrists.°' [P. 124] 


In spite of these limitations, certain studies clearly merit attention and may 
provide clues as to possible consequences of increasing cannabis use and of 
changing patterns of consumption in the West. 


A number of articles in the nineteenth century and early part of the 
twentieth, reported that cannabis was responsible for 20 to 50 per cent of the 
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mental hospital admissions in India, Egypt and other Eastern and Middle 
Eastern countries.’"!3°" A different picture has been presented by other 
researchers. 


The Government of India, in 1893, appointed the Indian Hemp Drugs 
Commission to investigate and report on the economic, social and medical 
aspects of the cannabis (hemp drugs) situation in India.” The different forms 
of the drug, bhang, ganja and charas (hashish), were to be studied separately. 
The Commission was asked to “...ascertain whether, and in what form, the 
consumption of the drugs is either harmless or even beneficial as has 
occasionally been maintained.” Although the inquiry, in many respects, does 
not meet modern optimal research standards, it remains one of the most 
thorough general studies of cannabis ever conducted)?" 


In investigating the effects of hemp on mental health, the Indian Hemp 
Drugs Commission found much of the medical testimony and hospital 
records and reports defective and unreliable. In many instances, the primary 
hospital data regarding the patients’ histories and diagnoses were taken from 
the “descriptive role’ which was generally filled out prior to referral to the 
asylum, often by non-medical personnel such as policemen or magistrates. 
The Commission stated: 


It may well seem extraordinary that statistics based on such absolutely 
untrustworthy material should have been submitted year after year in the asylum 
reports. It is extraordinary and cannot be fully justified. [P. 236] 


The Commission concluded: 


In respect to the alleged mental effects of the drugs, the Commission have come 
to the conclusion that the moderate use of hemp drugs produces no injurious 
effects on the mind....It is otherwise with excessive use. Excessive use indicates 
and intensifies mental instability....It appears that excessive use of hemp drugs 
may, especially in cases where there is any weakness or hereditary predisposition, 
induce insanity. It has been shown that the effect of hemp drugs in this respect 
has hitherto been greatly exaggerated, but that they do sometimes produce 
insanity seems beyond question....Viewing the subject generally, it may be added 
that the moderate use of these drugs is the rule, and that the excessive use is 
comparatively exceptional. [P. 264] 


Since this report, many observers have challen ed the conclusion that even 
excessive use can be a major cause of “insanity”.'”°**°** On the other hand, 
two Indian members of the original Commission felt that a stronger 
statement should have been made, and indicated that the majority of medical 
witnesses felt that the use of hemp drugs was deleterious. They recommended 
that both charas and ganja be prohibited but that the use of bhang should 
continue to be permitted. Their dissenting opinion is summarized by the 
following statement: 


I believe that the injurious effects of the hemp drugs are greater and their use 
more harmful than one would naturally suppose to be the case after reading the 
concluding portion of Chapter XIII of our Report, although I think I should say 
that the facts elicited by our inquiry do not go to support the extreme opinion 
held by some well-intentioned people that these drugs in all their forms and in 
every case are highly pernicious in their effects. [P. 374] 
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In a series of articles, Chopra and associates have discussed mental and 
physical effects of chronic cannabis use in India.'**'*°'?’ Much of their data 
is based on a study of over one thousand cannabis users. The major project 
represents one of the few attempts to investigate a large group of cannabis 
users who were not selected from an obviously pathological or deviant 
population (that is, not psychiatric patients or prison inmates). The 
researchers report that among regular users of the potent ganja and charas a 
small percentage suffered from serious psychiatric disorders, and that minor 
emotional problems, including impairment of judgement and memory, were 
observed in these subjects. According to the authors, a significant proportion 
of this group had pre-existing neurotic tendencies which may have 
contributed to their problem of drug use. In some instances, cannabis use was 
seen as an attempt at self-medication in response to these disorders rather 
than as the cause. Heavy users were often observed to show marked inactivity, 
apathy and self-neglect. The majority of those who took small doses of any of 
the cannabis preparations felt that the overall consequences of their drug 
habit were harmless or beneficial, while the majority of those who chronically 
took heavy doses, thought the practice harmful. These subjective judgements 
were generally consistent with the clinical observations reported. 


124,127 


In a separate study, the Chopras carried out a survey of: 


Toxic insanity cases in all the important Indian mental hospitals between 1928 
and 1939....A series of 600 cases...were thus collected for study with a definite 
history of indulgence in the use of cannabis drugs....Analytical studies of these 
600 cases of cannabis insanity revealed that, although it was comparatively easy 
to elicit a history of a cannabis habit from such patients, it was often difficult to 
ascertain whether this narcotic was the primary cause of insanity or indulgence in 
it was only secondary to the existing mental disorder.'”* [Pp. 4-29] 


Four hundred cases were found in which the authors felt that the cannabis 
habit was the only clear cause of insanity. In the remaining two hundred 
cases, a variety of other factors such as heredity or indulgence in other drugs, 
were considered important as well. They describe a variety of acute mental 
disorders which they feel are attributable to the use of cannabis drugs, 
including confusional, maniacal, depressive and delusional disorders. 
Chronic disorders were less common but reportedly took the form of a toxic 
mania, schizophrenia or dementia. Unfortunately, no control group of non- 
users of similar socio-economic background was studied by the Chopras in 
this series of investigations, but their data do allow some comparisons within 
the types of users studied. 


Recently, G.S. Chopra reported on 200 cases of psychotic reactions to 
cannabis seen between 1963-68.’ The subjects fell into three main 
categories: Group I (34%) no previous history of mental disorder; Group II 
(61%) most were on the “threshold of psychosis”; Group III (5%) chronic 
psychotics with cannabis intoxication superimposed. 


Dube has conducted a general epidemiological study of health and mental 
illness in a North-Indian town and surrounding rural area.'*'® General drug 
use was very low in this district. Significantly more psychiatric disorders were 
found among the cannabis users than among the non-drug-using subjects. 
Although the author does not conclude that drugs were the direct cause of the. 
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pathology observed in these cases, he has described elsewhere a cannabis toxic 
psychotic reaction with schizophrenia-like features, and a dull lethargy in 
some chronic users.’ 


A few cases of cannabis-associated anxiety or psychotic reactions of 
varying duration have also been recently reported among North Americans 
visiting or living in India.” The Commission has been informed of several 
such occurrences, as well°* These cases have typically involved the use of 
very potent cannabis materials under generally unusual, unfamiliar and, in 
some respects, stressful circumstances. 


A Moroccan study by Roland and Teste (also presented by Benabud in 
1957*) has received considerable attention in discussions of “cannabis 
psychosis”.°” The report, based on a study of hospital records, provides a 
variety of subcategories of psychotic reaction to cannabis. The majority of 
cases were reported to be acute reactions to “sharp toxic overdose” associated 
with heavy use and were not as long-lasting as functional psychoses. The 
average duration of hospitalization was about six weeks. The investigators 
also felt that heavy cannabis use may mobilize or aggravate schizophrenia in 
predisposed individuals and may also interact negatively with malnutrition, 
alcoholism and other disorders. The problem chronic users in this study 
smoked enormous quantities of cannabis. “The average number of pipes 
smoked is between twenty and thirty, but figures of forty to fifty are not 
infrequent.” A similar and more recent report has been presented by Defer 
and Diehl.!5! Other authors writing on the Moroccan situation include Sigg 
and Christozov.!2! In these studies, the majority of the severe chronic 
problems occurred in illiterate and impoverished slum dwellers. Moderate 


users, especially in the country districts, showed little sign of untoward effects. 


After visiting some of the hospitals involved in the above reports, Mikuriya 
has challenged the validity of the clinical and diagnostic data in Morocco.™ 
Few of the patients were seen by professional psychiatric personnel, 
diagnoses and case histories were often not based on adequate information, 
and many standard neurological and physiological tests and post mortem 
facilities were unavailable. Murphy states that: 


_.the clinical data which he [Benabud] presents are unclear, and it is not easy to 
infer from his paper just what characteristics or patterns are taken as 
distinguishing a cannabis psychosis from the acute toxic states associated with 
malnutrition and endemic inf: ection.** [P. 10] 


In Egypt, Soueif studied two groups of hashish users, and two control 
groups of non-users.** While hashish takers were found to be more anxious 
than the controls, no significant differences were found in other personality 
variables. No cases of psychosis or serious deterioration were noted. 
Moderate negative correlations were obtained between the amount of hashish 
consumed and the number of hours worked per day. Soueif 1s presently 
conducting a much larger study of imprisoned hashish smokers but has not 
yet published a full report.'*** Preliminary information suggests more 
impairment in cognitive and psychomotor function in these individuals than 
in non-hashish-using prisoners. 


Bouquet of Tunisia argued that chronic intoxication with hashish leads to 
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mental and physical deterioration.””' Chronic users of raw hemp or 


marijuana, however, apparently rarely attain a condition of dementia, but 
reportedly show a reduced capacity for work and a tendency towards anti- 
social acts. 


There were a number of papers published on cannabis in Nigeria in the 
1950s. Fifteen to twenty per cent of some mental hospital admissions were 
attributed to the drug.*°***’ While a variety of psychiatric disorders are 
reportedly linked to cannabis consumption, a clear picture of a specific 
“cannabis psychosis” does not appear. Lambo commented: 


...the falsity of viewing drug addiction as itself a cause of various types of mental 
disorder is immediately apparent. Drug addiction and other sociopathological 
phenomena, including crime, may vary concomitantly, but this variation itself 
may indeed be reflecting a change in a third phenomenon as, for example, the 
disintegration of the traditionally supported kinship groups giving rise to social 
isolation and economic deprivation of certain individuals....In the cities where 
women are gradually taking to tobacco and alcohol, and prostitution is rampant, 
abuse of drugs, especially marihuana, is not rare....It is virtually impossible in 
practice to separate out in terms of causes and effects the relationships of abuse 
of cannabis or drug addiction to crime of various types, to poverty, the decline of 
traditional social mores leading to sexual promiscuity and prostitution, divorce 
and one thousand and one other changes going on in many parts of Africa 
today.*’ [P. 7] 


Also in Nigeria, Boroffka states: 


From the observation that many patients with the history of consumption of 
Indian hemp are admitted to mental hospitals, the conclusion has been drawn 
that it causes mental disease and some publications have in the past followed this 
view. This conclusion is not well founded and the relationship between hospital 
admission because of mental disease and a history of Cannabis is open to quite 
different interpretations.” [Pp. 381-383] 


Boroffka does report that cannabis can precipitate schizophrenia-like toxic 
psychoses in certain individuals and may contribute to psychopathology in 
other forms. 


The South African Government Report on the Abuse of Dagga [cannabis] 
notes that: 


In most of the cases which were diagnosed as “dagga psychoses” on admission, 
alcohol had also played its part in producing the mental derangement....The 
consensus of psychiatric opinion is that there is no definite permanent dagga 
psychosis. There is produced a temporary intoxication which is maintained by 
repeated dosage, but the condition clears in the space of a few days when the 
intoxicant is witheld....when used in moderation, as it is apparently used by large 
numbers of Natives and when smoked in traditional manner through water, its 
effects are not serious; in fact, probably no more deleterious than smoking 
tobacco. Over-indulgence, however, leads to physical, mental and moral 
deterioration.’ [Pp. 23, 24, 42] 


In 1939, Stringaris published a small monograph on various aspects of the 
“hashish habit”’” Considerable attention was given to adverse psychiatric 
reactions illustrated by case histories observed in Greece. Miras has more 
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recently described a chronic hashish smoker syndrome which he feels has an 
organic base.” A preliminary report of a major study of 31 Greek hashish 
smokers, with an average history of chronic use of almost three decades, 
suggests no gross behavioural deviations or neurological disorders.’ All of 
these subjects were gainfully employed at the time of the study. Further 
controlled comparisons and analyses are underway. 


The history of cannabis in South America has been reviewed by Wolff?” 
and Cordeiro de Farias.’ These writers feel strongly that cannabis 
contributes heavily to mental and physical deterioration in South America, 
but others disagree. Adequate epidemiological and psychiatric data are 
lacking, however.'**™ 


Prince and associates report that of 106 male admissions to the mental 
hospital in Jamaica, 24 per cent used ganja once a day or more, 40 per cent 
had never used it and the rest were occasional users.’’> This pattern of 
cannabis consumption was not different, however, from the estimates of 
cannabis use (based on a “key informant technique’) in the communities 
from which the patients came. Acute toxic confusional states due to ganja 
were rarely seen in hospitals. The authors conclude that: “A so called ‘ganja 


psychosis’ is simply schizophrenia occuring in the ganja using population.” 


Beaubrun, who is currently conducting research (for the United States 
National Institute of Mental Health) on the chronic effects of cannabis use in 
Jamaica, reported that about 20 patients per year were admitted to the mental 
hospital with acute psychotic reactions alledgedly due to ganja, and few of 
those became chronic. He concluded that: 


We are therefore currently of the opinion that ganja is not of itself a significant 
cause of chronic psychotic illness, although it may precipitate a psychosis in latent 
schizophrenics, and can certainly produce acute psychotic reactions of a 
recognizable type.” [P. 5] 


Recently, Spencer, also from the Carribean, reported nine cases of 
psychotic reaction in “patients who are known to have taken cannabis.” 
The symptomatology displayed was reportedly different from “classical 
schizophrenia and manic-depressive illness”. 


In summary, reports from the East and other non-industrial countries have 
tended to concentrate on chronic heavy users of hashish or other potent 
cannabis preparations, such as ganja. The subjects of these reports have 
usually been illiterate and impoverished, and were often contacted through 
medical or criminal-legal channels. Few of the studies have adequate controls. 
Most investigators report that users of bhang, or marijuana, show few 
physiological and psychological ailments compared to chronic consumers of 
the more potent hashish. It is not clear, however, if the various forms of 
cannabis have differential effects on health. Moderate use is the general rule 
and heavy chronic use the exception. There is agreement that heavy cannabis 
use can, in certain circumstances, elicit an acute toxic psychotic reaction, and 
the contention is often made that such a response might precipitate a 
schizophrenia-like reaction in certain predisposed individuals. Other sub- 
types of psychotic reaction lasting from one week to two months have been 
frequently noted. There is no consensus regarding the existence of a 
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“cannabis psychosis” as a specific syndrome, clearly differentiated from 
endogenous or natural psychotic states, and although many investigators feel 
that persistent toxic doses can potentiate a variety of psychological disorders 
in certain individuals, others do not consider this a likely occurrence. 


There is frequent mention in this literature that chronic excessive use is 
often associated with a lack of ambition, drive, ability to make and carry out 
long-term plans, etc. (often called an “amotivational syndrome” in the West), 
although the relative cause and effect roles of the drug, pre-existing 
personality, and socio-economic and nutritional conditions have not been 
fully clarified. Reference has often been made to chronic dementia and 
deterioration in a small fraction of individuals with a long history of 
excessive use, but again causal factors have not been well established. 


It is not clear whether or not severe psychological disorders are any more 
common in the cannabis-using population than in non-using individuals of 
similar socio-economic background. Thorough, controlled studies in these 
countries, which isolate the long-term effects of cannabis from the powerful 
and pervasive socio-cultural, economic, nutritional and hygienic conditions 
described have yet to be reported. 


ADVERSE REACTIONS IN NORTH AMERICA 


Clinical Reports From North America 


In the past few years there have been numerous clinical reports of a variety 
of adverse psychological reactions to cannabis use in North America after 
nearly three decades of relative absence of such papers in the literature. The 
majority of these clinical reports display many of the methodological 
problems seen in the bulk of the Eastern literature. Pre-drug personality, 
cause and effect relationships, and details of both the general patient group 
and the overall catchment population from which the subjects were drawn are 
rarely adequately explored and presented. Some reasonably well-documented 
reports have appeared, however, and certain recurring patterns and situations 
of adverse reactions are becoming apparent. 


Among the first reports of adverse psychological reactions to cannabis in 
North America were two papers presented by Bromberg in 1934* and 1939. 
Thirty-one psychiatric patients who had experienced “psychotic reactions” 
following the use of cannabis were described. Conditions characterized 
included acute intoxication (which might manifest manic-like features), 
emotional reaction to the somatic and psychological intoxication effects 
(lasting from hours to days), and toxic psychoses often due to an admixture of 
drug effects and basic functional psychoses such as schizophrenia (lasting for 
weeks to months). The validity of the role of cannabis in some of these cases 
has been challenged by several researchers.”***” In a separate study, Bromberg 
found no psychoses among 67 marijuana users.” The author observed that 
the chronic dementia and deterioration attributed to long-term cannabis use 
in some Eastern papers had not been observed in North America. 


Keeler has presented several papers on the characteristics of acute adverse 
reactions to marijuana.”**”’ In one report, 11 cases from a student population 
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were described with symptoms including gross confusion, depersonalization, 
impairment of recent memory, depression, paranoia, anxiety and panic, and 
recurrence of unpleasant effects. None of the cases required hospitalization. 
The author suggested that “...dissolution of ordinary adaptive and defensive 
psychological structure may have led to the emotional disturbances 
observed.’?2? In addition, there were two other individuals whose life style 
changed after the use of marijuana, and four others who developed 
schizophrenic symptoms subsequent to the combined use of marijuana, LSD 
and amphetamines. Keeler also reported that multi-drug-using patients 
frequently admitted having experienced some kind of paranoid thinking at 
some time during a marijuana experience, usually taking the form of “law 
enforcement paranoia” or suspicions as to the motivation of friends.”° Keeler 
also considered the rewarding aspects of marijuana use in the patients: 


Users of marihuana state that it is a source of positive pleasure, that it enhances 
creativity, that it provides insight, and that it enriches their lives. These are hardly 
minor claims. All but two of the 11 individuals reporting adverse reactions 
considered the benefits to far outweigh the unfortunate aspects and planned to 
continue use of the drug.” [P. 131] 


In a separate paper, Keeler and associates reported that four individuals, in 
a drug-free state, experienced a “spontaneous recurrence of marijuana 
effects’ (that is, unusual visual or somatic sensations previously experienced 
during acute marijuana reaction). In two cases, the occurrences precipitated 
severe anxiety, while in the others, no distress was elicited by the experience. 
The authors point out that the recurrence of a drug effect (or “flashback’’) is 
not necessarily an adverse reaction and should be classified as such only if it 
precipitates anxiety of interferes with f unction. “Spontaneous recurrences are 
tolerated by some and enjoyed by others.” They also note that the recurrence 
of clinical psychopathology that was present during the drug reaction is not a 
spontaneous recurrence of the drug effect, but should be considered an 
adverse reaction. The diagnosis is complicated when an individual has had 
similar reactions to more than one hallucinogenic drug since, in this situation, 
recurrences cannot be clearly assigned to either. 


It would appear that discrete recurrences may be on a continuum with more 
subtle effects of cannabis use. For example, Keeler notes that some subjects 
claim that their perceptual awareness was increased by marijuana and that 
some degree of this enhancement remained with them after use.’ Perhaps 
also related is the ‘contact high’, or the experience reported by some users of 
feeling somewhat ‘high’ without the drug when in the presence of others who 
were ‘high’. Although these various aspects of post-intoxication responses 
may be in some respects related psychologically and perhaps physiologically, 
in most situations they cannot be considered the same phenomena. The lack 
of clear agreement as to essential definitions in these areas prevents simple 
interpretation of the very limited data available. Definitions of “flashbacks” 
or “spontaneous recurrences” rarely accompany clinical reports in the 
literature. 


Weil has presented a classification of marijuana adverse reactions which he 
considers statistically uncommon, but clinically valid.” These conditions 
include: panic reactions, simple depressive reactions, recurrence of effects 
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(“‘flashbacks’’), precipitation of delayed psychotic reactions to hallucinogenic 
drugs, and atypical reactions in ambulatory schizophrenics. Over 200 cases 
were Studied and the majority (over 75%) were considered panic reactions in 
which the person interpreted the acute physical or psychological effects of the 
drug to mean that he was becoming insane or perhaps dying. Except in rare 
instances, these reactions were self-limiting and of short duration. Weil 
stresses that labels such as “psychotic reaction” and “toxic psychosis’’ are 
often erroneously applied to such cases. 


As will be elaborated upon later, the majority of the acute adverse reactions 
which come to medical attention apparently occur in novice, inexperienced 
users and generally, but not always, involve relatively high doses. These short- 
term panic reactions, which rarely result in hospitalization and usually last 
only a few hours, or at most a day or two, are hardly mentioned in the 
literature of countries where cannabis use has been common for long periods 
of time. These reactions are either too infrequent or are not considered 
significant enough to require medical attention and discussion. The “acute” 
cases discussed in the Eastern literature are generally more severe and may 
persist for days or weeks. 


Becker has proposed an explanation for the North American pattern of 
short-term anxiety reactions, which is gaining considerable support?” 
While the effects of low doses of cannabis are in some respects similar to the 
familiar alcohol ‘high’ in our culture, larger doses of cannabis produce effects 
which are qualitively different from those a non-user is likely to expect or 
have experienced before. In many instances, it is the interpretation or 
meaning which the user attaches to these radically different experiences which 
determine the subsequent emotional response. Effects which are considered 
tolerable or even interesting or pleasurable to experienced users, may be 
frightening to a novice, who may fear a permanent derangement of his mind. 
Cannabis sometimes produces transient waves of mild anxiety or paranoia, 
which the regular user usually correctly attributes to the drug and has learned 
to control. These same effects may convince the novice that he is insane and 
bring on a severe panic. The response of others to this fear is of great 
importance—if they are not alarmed, and reassure him that the effects are not 
unusual or permanent, the anxiety reaction may be minimized. On the other 
hand, non-users, including some police and medical personnel, may react 
with alarm, and reinforce the notion that the person is at least temporarily 
insane (psychotic), thereby adding to his alarm. Becker’s hypothesis would 
predict that as familiarity with the acute effects of cannabis in our culture 
increases, the frequency of short-term panic reactions among users will 
decrease. 


In the past two years, a number of clinical reports have appeared which 
Suggest that the chronic use of cannabis in North America may be causally 
associated with a variety of psychological problems of a more prolonged 
nature than the generally accepted acute reactions discussed 
aboves2 tia) 2 ts Similar clinicalyreports have comesmoumoruen 
industrial countries.’!*°”°3 In most of the cases described, considerable 
prior psychopathology existed, although this is reportedly not always the case, 
and there are numerous reports of adverse psychological effects in individuals 
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without obvious previous pathology. There have been a few individual 
reports in which cannabis use may have been associated with suicide, but a 
possible role of the drug 1s unclear in these cases. Suicidal thoughts do 
sometimes occur in a small proportion of users while under the influence of 
the drug, but there is little indication that such notions are carried through.” 


Lundell has related some of his clinical experiences over the past few years 
with adolescent patients involved in the non-medical use of a variety of drugs 
‘a Montreal2®* Although no systematic, controlled study has been done, 
over a period of three years he has seen “thirty to forty cases drift into and 
out of treatment”. Of a group of twenty of these patients, all “started on” 
cannabis, 16 used LSD or speed, and five used heroin. All had been “school 
drop-outs at some stage’, three had been hospitalized for treatment, and two 
had experienced acute psychotic-like breakdowns. Since this initial report, 
fve more “acute toxic reactions” have been observed." Lundell reports that 
his patients exhibited problems in perceptual and motor organization (on the 
Bender-Gestalt Test), inconsistency of social values, lack of judgement, 
impaired memory, change in appetite and personal appearance, paranoia, 
irritability, violence, hepatitis, “philosophical meanderings”’, and decreased 
interest and motivation. He stresses the importance of pre-drug use 
personality adjustment in problem cases, and notes that serious psychological 
difficulties preceded drug use in many of these instances. In discussing LSD 
and cannabis (which he considers the “disdainful dysphoriant’’), Lundell 
points out the need to: 


test my hypothesis that continued use and abuse May lead to chronic organic 
brain syndromes which may be irreversible...as may be the case with chronic 
alcoholic indulgence...” (Pal | 


Lundell considers drugs to be “dynamite” for adolescents going through a 
variety of identification and adjustment problems, and urges a cautious 
approach to cannabis until a systematic study has elucidated the possible 
causal role of the drug in the adolescent adjustment disorders he has 
observed. 


Recently, in a widely publicized and highly controversial paper, Kolansky 
and Moore have described 38 young people who were ““moderate-to-heavy”’ 
users of cannabis (but not other illegal drugs), and displayed a variety of 
serious psychological disturbances which the authors attributed to 
marijuana.“ These patients had been observed usually once or twice, as 
part of a consultation service which included about 500 psychiatric patient 
referrals over a five-year period. Features present in the 38 individuals, who 
reportedly had shown no pre-marijuana signs of significant psychopathology, 
included psychosis, paranoia, anxiety, confusion, apathy, depression, 
disturbances in visual perception, suicide attempts and pregnancy. The 
majority were not hospitalized, but were referred for treatment on an out- 
patient basis. The authors state: 


It is our impression that our study demonstrates the possibility that moderate-to- 

heavy use of marihuana in adolescents and young people without predisposition 

to psychotic illness may lead to ego decompensation ranging from mild ego 
343,344 

disturbances to psychosis. [Pakkl 


The report has been heavily criticized by scientists and clinicians on a 
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number of grounds.'**!"**“°>°! Doubts have been expressed as to the 


adequacy of the pre-drug personality inquiry and case history constructions; 
objections have been raised as to the logic of broad conclusions and 
generalizations based on a restricted referral patient sample in the absence of 
normative or control data; and the unequivocal and perhaps over-simplified 
cause and effect statements presented have been criticized. Jones’ and 
Benson® have suggested that the article on the misuse of health statistics,*" 
which followed the Kolansky and Moore paper in the journal, “...should be 
read with the first in mind”. Many have argued that the chronic use of drugs 
is more often a sign of underlying psychopathology than a cause of it. In 
addition, it has been frequently pointed out that the initiation to drug use 
usually occurs in age groups where functional psychosis and other disorders 
typically become manifest regardless of drug use. In response to such 
criticism, Kolansky and Moore argue that other clinicians have reported 
similar cases, and go on to Say: 


For the practicing physician, the clinical setting is his laboratory where he has 
become as adept at drawing reliable conclusions from the clinical findings as the 
laboratory and experimental scientist draws from his controlled investigative 
setting.” [P. 4] 


While many scientists question the statement that clinical data can yield as 
reliable results, the authors do raise a number of important questions 
regarding the heavy use of cannabis by adolescents in their report. Because of 
the seriousness of the charges made, these hypotheses should be explored in a 
systematic and thorough fashion. 


Although no adequately controlled studies have yet been published on the 
behavioural effects of chronic cannabis use in North America, a number of 
clinicians have described an “amotivational syndrome” in some chronic 
marijuana users on this continent. McGlothlin and West report that clinical 
impressions suggest that heavy use of marijuana may contribute to some 
characteristic personality changes, including apathy, loss of effectiveness, 
reduced drive and ambition, diminished capacity or willingness to carry out 
complex long-term plans, to endure frustration, to follow routines or to 
successfully master new material.*'° David Smith has described a similar 
condition in a small proportion of chronic users, “The picture in terms of 
social consequences is then similar to that of a chronic alcoholic, but without 
the physical deterioration.”””’ As discussed earlier, a similar syndrome has 
been described in long-term excessive users of hemp in a number of Eastern 
countries. 


Thurlow has described a transient lack of drive and motivation in a small 
group of university students in Ontario, who were regular users of cannabis 
and, more rarely, LSD. The condition generally responded rapidly to drug 
withdrawal and routine treatment.” A similar condition was described by 
Scher and Mirin.“*°* Although no systematic studies have been done, some 
observers warn that chronic cannabis use may cause prolonged disruption of 
cognitive functioning and school performance in the university student 
population.*”'!""!! As noted in a previous section, no major consistent 
differences have been found between cannabis users and non-users on college 
scholastic performance, although some negative correlation is often reported 
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between cannabis use and grades. It would appear that the general 
“amotivational” condition is not prominent among college student cannabis 
users. It may exist in a minority of users, however. 


While an association between chronic heavy cannabis use and an 
“amotivational” behaviour pattern in some persons in North America is 
generally acknowledged, the complexity of untangling any causal relationship 
between the heavy use of cannabis and the general life style has resulted in 
considerable controversy regarding the essential etiology of the syndrome. 
Gay has proposed that the role of marijuana in such cases may often be more 
symbolic than pharmacological.”'® Others have suggested a definite organic 
basis.*3835°° Unwin considers that “the so-called amotivational syndrome” 
may in most cases be a “masked depression”.”” Lecker felt that such a 
syndrome might represent an “operant conditioning state’’ during which the 
chronic user aims at the quickest way to get pleasure, and may revert more 
and more to the drug for instant gratification.’ McGlothlin has suggested 
that cannabis use by persons appearing “amotivational” was perhaps 
continued and intensified when the drug effects were compatible with their 
natural personality characteristics and preferred life style. He indicated that 
separating the various social, psychological and pharmacological components 
would be an arduous task. The issue is further complicated by the fact that 
heavy cannabis users in North America are usually regular consumers of 
other drugs, such as LSD." 


A study by Suchmann suggests a close association between the use of 
marijuana in some young people and adherence to what is termed the “hang- 
loose” ethic. Central to this notion is the questioning of such traditional 
aspects of authority, behaviour and belief as conventional educational, 
religious and political institutions, pre-marital chastity and the accumulation 
of wealth. The investigator contends that while the “hang-loose”’ ethic may 
represent antagonism to the conventional world, it does not appear to create 
apathy and withdrawal, and that the smoking of marijuana is often part of 
the behaviour pattern associated with this ethic rather than the cause Oisitaa 
In contrast, however, some individuals have suggested that cannabis and 
other drugs may have a “cultogenic” influence on susceptible users, and 
thereby contribute significantly to the growth of what they consider to be an 
undesirable subculture in North America.” 


A recent WHO report states: 
It is possible that some long-term behavioural effects attributed to cannabis use 


are due largely or in part to the sociocultural context in which the drug is 
taken....Some of these patterns may be viewed as deviant by a majority of the 
society, but one would not be justified in attributing them to the pharmacological 


action of the drug.°”* (Pp. 30-31] 


In summary, mild, transient phases of anxiety and paranoia occur in some 
inexperienced and regular users of cannabis in North America. More severe 
panic reactions, especially among inexperienced users, have been reliably 
reported. The notion that cannabis may, under certain circumstances, 
precipitate a more prolonged psychotic reaction in predisposed individuals is 
gaining some support in the clinical literature, although there is no consensus 
as to the exact nature of the “predisposition” or its prevalence in the general 
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population. Other more prolonged adverse psychological reactions to chronic 
use (including personality changes and an “amotivational syndrome’’), in 
some instances in apparently previously normal individuals, have been cited, 
but there is considerable controversy as to the validity and general 
applicability of many of the clinical reports presented. It is not yet clear what 
role cannabis plays in such chronic syndromes. Additional aspects of these 
questions are presented in later sub-sections. Given that a variety of adverse 
psychological conditions may be associated with or caused by cannabis use, 
the next step, and perhaps the most important one socially, is to determine the 
frequency and severity of such reactions in the population of users in North 
America, and to consider what might be expected in the future. 


The Incidence of Adverse Reactions in Patient Samples 


Although no proper epidemiological studies of adverse reactions to 
cannabis have been done, some impression as to the frequency of such cases 
in North America can be obtained from a number of limited surveys of 
clinicians and treatment services. These studies have generally inquired 
vaguely about instances of cannabis use which have come to professional 
attention, and typically encompass a range of undifferentiated cases covering 
a variety of social, psychological and physiological conditions. They often 
even include non-medical involvement in cases arising, for example, from 
parental concern over adolescent usage, rather than from any direct drug 
effect per se. In general, little information can be gained about the ‘normal’ 
user of drugs through patient or treatment service sampling, since the subject 
population is defined a priori as pathological. Treatment facilities make 
contact with relatively few people who are not patients, and their resulting 
experiences and attitudes are generally biased accordingly. 


With few exceptions, hospital records are not kept in a form which enables 
an efficient search of treatment cases. In addition, ethical considerations 
regarding the patients’ right to privacy often impose restrictions on easy 
access to data. Furthermore, the reliability and validity of psychiatric 
diagnosis, especially in drug-related cases, is often not adequate for survey 
purposes. Polling individual clinicians and simply counting cases seen 
medically in a community can be misleading since many such patients are 
referrals, seen by different doctors, and consequently may appear several 
times in the final totals. In addition, many clinicians are not well informed in 
the area of non-medical drug use, and surveys of such individuals often 
reflect personal attitudes as much as the epidemiological aspects of the 
situation. Since most cases of adverse reaction to cannabis are probably not 
brought to medical attention, even accurate diagnostic and treatment statistics 
must be considered underestimates of the overall incidence of the less severe 
conditions. Most acute reactions are probably easily handled by friends and 
other non-professionals. Fear of legal repercussions undoubtedly prevents 
many from seeking formal assistance. In any event, the number of drug- 
related cases must ultimately be interpreted in terms of the overall patient 
population, and more importantly, in terms of the extent and patterns of drug 
use in the general population from which the patients were drawn. 
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Unfortunately, these methodological requirements are rarely met in clinical 
reports. 


During the 1930s and 40s a few reports were published on marijuana use 
‘na the United States Army.!!?2012022!30156! Perhaps the best known of these 

apers was the Panama Canal Zone Report of 1933.°! In these various reports 
a total of 589 marijuana users were studied, almost all of whom were selected 
from patient or special counselling populations. More than three-quarters 
were black, and the subjects in these studies were typically in their early 
twenties, had poor educational and socio-economic backgrounds, were below 
average in intellectual ability, and usually had a long history of deviant or 
delinquent behaviour. They had generally been using marijuana for several 
years and many averaged two to five cigarettes daily, with some using twenty. 
No tolerance or signs of physical dependence were reported, although 
indications of “psychological dependence” were noted in a number of 
subjects. Almost none of the men used opiate narcotics, but most used tobacco 
and alcohol. Although there were frequently noted behavioural and 
personality disorders among these individuals, and generally poor adjustment 
to army life, only a few cases of psychosis were observed, and in only one was 
cannabis use considered a possible cause. The importance of long-standing 
underlying personality disorders was generally stressed with respect to 
deviant or delinquent behaviour. There was little connection between 
cannabis use and violence or serious crime. In none of these studies were 
control groups employed, so generalizations and conclusions are limited. 
Extreme chronic pathology is not to be expected among military personnel 
since such individuals would normally be screened out by entrance 
examinations. 


Probably the most thoroughly investigated population of drug users in 
North America are college students. Murphy and associates surveyed the 
health services and student counselling centres in 126 colleges in Canada and 
the United States in 1966, asking about drug-related problems seen over the 
previous 18 months. Replies were received from 66 counselling centres and 
80 health services. In total, 67 cases of acute cannabis adverse reactions were 
reported, 60% of which were considered panic states and 10% psychotic 
episodes. The majority of schools reported no cases.””’ 


In 1966-67 Blum and associates surveyed the student health services at five 
West Coast schools in the United States. Drug adverse reaction cases seen 
made up less than 0.1% of the overall student population. Cannabis problems 
were not specifically mentioned. Based on student surveys, the investigators 
cautiously estimate that perhaps 14 “bad outcomes” occur in the student 
population for each one noted in official health records.” 


Keeler at the University of North Carolina reported that 28 of 40 multi- 
drug-using patients seen for psychiatric reasons (not necessarily drug-related) 
admitted having experienced paranoid thinking at some time during a 
marijuana experience. In most cases the effect was not severe and all of these 
patients were continuing cannabis usev@ 


Bialos has reported eleven cannabis adverse reactions seen at the Yale 
University Health Department during the academic year 1968-69. The 
school has a population of 8,500. Pillard noted that: 
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An informal survey of the Boston University Student Health Service, which cares 
for a student population of 20,000, revealed that only five to seven marihuana- 
associated anxiety reactions are being seen yearly." [P. 297] 


Durham found no instances of “marihuana induced psychosis” at the Student 
Health Centres at the University of California at Berkeley and at Stanford 
University. In 1968 these schools had a combined student population of over 
40,000.'° Hochman reports that: 


..though we now know that at least one-fourth of all UCLA undergraduates 
have been using marijuana two or more times a week for more than two years, 
acute psychiatric consequences are so rare that no such case has been seen in our 
Psychiatric Emergency Service in the last year.”” [P. 2] 


Furthermore, a large survey of University of California undergraduates in 
Los Angeles found no difference between marijuana users and non-users in 
the frequency of psychiatric treatment or a variety of other psychiatric 
variables.’ The University of California at Los Angeles has approximately 
25,000 students, over one-half of whom have tried cannabis. 


Schwarz has reported that six cases of acute cannabis intoxication were 
admitted to the University of British Columbia Infirmary over a two-year 
period ending in spring, 1970. One patient was hospitalized three days, the 
others were kept overnight. None were diagnosed as being psychotic. Schwarz 
has also seen 14 cases of cannabis-associated psychological problems which 
did not require hospitalization, and cautions that his figures are probably low 
since some students may have been treated off campus. In 1970, the 
University of British Columbia had approximately 25,000 students, of whom 
probably close to one-half had used marijuana or hashish.” 


Surveys of clinicians’ experiences in the general community have 
uncovered considerably more instances of cannabis-user contact with 
treatment facilities than are reflected in the student figures. Apparently few of 
these cases have required hospitalization, however. 


In a 1968 study primarily concerned with LSD, Ungerleider surveyed 
2,700 clinicians in Los Angeles County, asking for reports on drug adverse 
reactions, broadly defined as “a drug-induced state which had led individuals 
to seek professional help’. Fifty-nine per cent replied, reporting 1,887 
cannabis cases which had come to their attention over an 18-month period. 
Unfortunately, no further information was obtained regarding the nature or 
severity of the cases, treatment required, referrals, other drug use, or the total 
patient population. 


Studying much the same catchment population in California, Lundberg 
and co-workers surveyed (by computer) 701,057 consecutive admissions to 
the Los Angeles County USC Medical Centre from 1961 to 1969 and found 
only nine cases of marijuana-induced hospitalization during the entire 
period. Five cases followed intravenous use of a crude cannabis extract, one 
followed ingestion and three involved smoking. The latter four subjects were 
hospitalized for one day, and the others were released within eight days. The 
researchers felt that, because of the general “open door” policy and the 
enormous size of this general medical and psychiatric complex, the patient 
population seen represented accurately the spectrum of diseases occurring in 
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the metropolitan community of almost seven million people which it served. 

They indicate: 
Marihuana was used widely in this area during the entire period of time covered 
in this study. It is estimated that more than 50% of high-school students in Los 
Angeles have used marihuana at some time. Total marihuana users in the region 
served by this hospital during this time period are estimated to be in the 
hundreds of thousands, with tens of thousands of frequent or chronic users. The 
paucity of hospital admissions suggests that there are rarely acute effects from 
smoking or eating marihuana serious enough to require hospitalization.” [P. 
121] 


D. Smith reported that: 


At San Francisco General Hospital 5,000 acute drug intoxications were treated in 
1967. Despite the high incidence of marijuana use in San Francisco, no 
‘marijuana psychoses’ were seen. In fifteen months of operation the Haight- 
Ashbury clinic has seen approximately 30,000 patient-visits for a variety of 
medical and psychiatric problems. Our research indicated that at least 95% of the 
patients had used marijuana one or more times and yet no case of primary, 
marijuana psychosis was seen. There is no question that such an acute effect is 
theoretically possible, but its occurrence is very rare.’ [P. 41] 


Durham found no cases of “marihuana induced psychosis” at the 
Stanford-Palo Alto Hospital.'*° More recently, D. Smith has reported a 
variety of less severe, and infrequent, adverse reactions to cannabis in the 
Haight-Ashbury area of San Francisco. Such cases included acute toxic 
reactions and confusional states with anxiety, paranoia, disorientation, 
nausea and, more rarely, short-term psychotic breakdowns. Smith feels that 
chronic heavy marijuana use is often associated with social maladjustment 


and an “amotivational syndrome”.’”° 


At a large psychiatric hospital in New York, Hekimian and Gershon 
carefully studied 112 persons chosen randomly from the patient population 
admitted with a history of “drug abuse” over a seven-month period in 1967. 
This latter group made up 5% of total admissions. Eight of these patients 
were admitted in a toxic psychotic condition related to cannabis use. Of these 
eight, six had used LSD, seven had had previous psychiatric hospitalization 
or treatment, six described “primary or secondary symptoms of schizophrenia 
prior to smoking marihuana”, one had been diagnosed a “schizoid 
personality” and the last was considered “depressive” prior to cannabis use. 
Four did not show rapid improvement and were further detained. Cannabis 
cases, like the eight described, apparently made up less than 0.4% of the 
20,000 annual admissions to the hospital. The authors note that, “Our 
patients did not display a characteristic marihuana psychosis.” [P. 179] They 
concluded: 

These findings suggest that the protracted psychotic episodes after drug ingestion 
may be due to the superimposed insult by the drug on a preexisting psychiatric 
disturbance rather than to prolonged drug effect per se.”* [P. 130] 


Keup studied 126 of 165 patients admitted to a Brooklyn Hospital in 1968 
“with a history of drug abuse”. Over two thousand patients were admitted 
during the same period. “Fourteen patients were found to have suffered, at 
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some time from cannabis induced psychotic behaviour of a more serious 
nature.” In two patients, cannabis seemed to be the direct cause of admission 
(less than 0.1% of all admissions); in four cases, the drug contributed to the 
events leading to hospitalization; and, in the remainder, cannabis had caused 
serious difficulties in the past. Keup stressed the varied symptomatology of 
cannabis-related pathology and the difficulties in relying on hospital 
diagnoses—only one of the cases was labeled “toxic psychosis” in the 
admitting diagnosis. Almost all of the cases had had considerable prior 
pathology, and six were considered schizophrenic—in some cases “mobilized 
or aggravated”’ by cannabis. In addition, most were multi-drug users. “In our 
series...none of the cases was pure enough to qualify as a cannabis case....””*?! 
Even in some of Keup’s primary cases, the role of cannabis in the disorder is 
highly questionable. 


In the 1967 trial Commonwealth of Massachusetts v. Leis & Weiss,®° 
presided over by Judge G. Tauro, much attention was directed to the possible 
role of marijuana in mental illness. There was a consensus among medical 
witnesses that acute panic or psychotic reactions to cannabis did occur in 
certain circumstances. Furthermore, many witnesses noted cannabis-related 
problems of a more prolonged and subtle nature, often complicated by 
multiple-drug use. The information presented indicates that, at that time, 
severe or chronic cases of adverse reaction to cannabis rarely came to medical 
attention. No systematic studies or formal data were provided, however. In 
his testimony, H. Brill, director of a large New York State mental hospital 
which houses about 10,000 patients, reported that he: 


...did not see any cases that could be traced and attributed directly to the effects 
of marihuana in the Pilgrim State Hospital....long term psychotic breaks that 
have been attributed to marihuana do not exist in our country to my 
knowledge.... This doesn’t mean to say they don’t exist but they haven’t been 
identified.*' [Pp. 150-151, 169] 


Regarding the incidence of hospitalization due to marijuana use, Fort'™ 


told the court: 


I know of no people being admitted to mental health clinics or mental hospitals 
in this country solely because of problems associated with marihuana use. With 
the presently pervasive pattern of such use, certainly some people who come for 
help either in clinics or in hospitals have used marihuana at one time or another. 
But they do not come for help as a consequence of that marihuana use.'™ [P. 407] 


Louria testified that at Bellevue Hospital in New York, he had seen only a 
‘“‘minuscule’”’ number of patients who had been admitted with a “marihuana 
psychosis”. He estimated that one per cent or less of marijuana users would 
experience an acute panic reaction.*”* Malleson knew of only four cases over a 
three-year period at the University of London Health Service where cannabis 
was a compounding factor in admission. He felt that cannabis use may make 
psychological problems more difficult to deal with, but “...1 believe the 
excessive smoking of cannabis is a consequence of the trouble and not the 
cause in all cases that I have heard of.’”’' D. Farnsworth testified that ten 
cases of psychotic episodes due to cannabis use had been seen by his staff at 
the Harvard University Health Services, but he had “...not seen anyone with a 
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permanent psychotic injury with marihuana’’, nor had he seen any persons 


committed to a hospital as a result of “marihuana psychosis’’.!”° 


In 1969, the Committee on Youth of New York surveyed by mail 1,253 
pediatricians regarding their attitudes toward marijuana. Responses were 
obtained from 755. Most of the respondents felt that marijuana was 
psychologically and socially harmful. About one-third had seen patients in 
the past year who used marijuana, and of these, 80 reported 337 patients in 
whom marijuana usage was part of the presenting complaint. No description 
was given of the nature or the severity of these symptoms, however. 


All psychiatric hospitals in England were asked to report cases of 
admissions related to drug dependence in 1966. Out of a total national 
psychiatric admission population of 163,980 for the year, 82 cannabis cases 
were reported. On the basis of a subsequent analysis of these case reports, the 
investigators felt that in at least 37 instances, cannabis played a clear role in 
admission to the hospital. An increase in cannabis-related cases was reported 
in 19672°" 


The Narcotic Addiction Foundation****” surveyed medical practitioners in 
the Province of British Columbia in 1969 asking if they had ever had to treat 
a patient for his non-medical use of drugs. Of the 1,100 physicians who 
replied (42% return), 109 reported seeing 335 cases involving the use of 
marijuana, the majority appearing since 1966. Without being specifically 
requested to do so, in 90 of these cases the doctors volunteered the 
information that there were no adverse reactions associated with the case, or 
that the main concern seemed to be the anxiety of parents rather than any 
direct medical problem in the patient. A similar report of “parental referrals” 
has been made by Smith and Mehl.” These findings call into question any 
simple interpretation of survey tabulations of marijuana cases seen by 
physicians. A similar proportion of non-adverse reaction cases may be 
present in other medical surveys. The 245 adverse reaction cases reported in 
the British Columbia study should be considered in the context of the 

opulation of over 100,000 persons in the province who had used cannabis in 
1970 3493351 No further details were obtained from the physicians as to the 
nature or severity of the adverse reactions reported. 


In 1970, the Hamilton Academy of Medicine surveyed its members 
regarding their attitudes toward, and experiences with problems arising from 
the non-medical use of drugs. Although no precise estimate of the number of 
drug adverse reactions was obtained, physicians did rate alcohol, LSD, 
amphetamines, heroin, barbiturates, solvents, cigarettes (tobacco) and 
marijuana with respect to their effects upon the health of their patients. While 
cannabis was definitely not considered harmless, marijuana was rated as 
having the least harmful effect upon health of the drugs mentioned.” This 
finding would suggest that the incidence of serious cannabis problems is 
relatively low in the Hamilton region. 


In 1970, the Newfoundland Department of Health and the Newfoundland 
Medical Association surveyed the practising physicians of the province.*” 
Physicians were asked about instances in which they “...may have been 
consulted by individuals with ‘drug problems’ or by concerned parents.” No 
time interval was specified. Of seventy-two replies (approximately 20% 
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return), there were sixty-two marijuana cases reported. The nature of the 
consultation involved was generally not specified. 


Silver, head of a drug emergency project at the Montreal Jewish General 
Hospital, reported that of approximately 100 adverse drug reactions of 
various kinds seen monthly during 1971, there were “amazingly few cannabis 
complications” and those that did appear were practically always novices to 
the drug who had become frightened. None of these people required 
hospitalization or medication for his anxiety reaction.” 


Because of various administrative and communication problems, the 
statistics of the federal Poison Control-Drug Adverse Reaction Program can 
provide little epidemiological information regarding the non-medical use of 
drugs. It is interesting to note, however, that in 1970, 75 cases of adverse 
reaction were reported as attributable to cannabis. In the majority of these 
cases, cannabis was part of a general multiple-drug problem. The list 
contained twice as many males as females, and most of these individuals were 
under 24 years of age. Incomplete data for part of 1971 indicate 14 “pure” 
cannabis cases, including one instance of_intravenous use of hashish extract, 
and 13 multiple-drug combinations. The most frequent cannabis 
combinations involved LSD, alcohol or amphetamines.'?”** 


In the spring of 1971, the Commission conducted a pilot study in the 
Ottawa-Hull area of physicians’ contact with, and attitudes toward, persons 
involved in the non-medical use of drugs over the preceding 12 month 
period.*” All physicians who were listed in the telephone book as general 
practitioners, psychiatrists, neurologists, pediatricians, or who had no 
specialty listed, were contacted. Two mail surveys were done and a number of 
selected telephone and in-person follow-up interviews were conducted. A 
general inquiry regarding the full spectrum of drugs was followed by a survey 
focussing on adverse reactions to cannabis. On the basis of this experience, 
tentative plans for a representative cross-national mail survey of physicians 
were abandoned. It became clear from this preliminary project that detailed 
and accurate data regarding the frequency and nature of drug treatment cases 
could not be gained from this type of investigation without enormous 
expenditure of time and money, if at all. Treatment records were generally 
not easily accessible, either to researchers or the physicians’ staff, and 
responses were generally, at best, rough approximations, and in many cases 
were grossly inconsistent and contradictory within respondents. Although 
physicians were generally co-operative, in many instances a significant lack of 
knowledge or familiarity with the identification, diagnosis and treatment of 
problems related to non-medical drug use was revealed—even in persons with 
significant numbers of patients presenting drug-related problems. 


In the cannabis survey, 57% of the 214 questionnaires sent out were 
returned. Because of incomplete data and obvious errors in the replies, as well 
as the other difficulties described above, accurate estimates as to the frequency 
of various cannabis adverse reactions cannot be easily obtained from this 
study. Other more general findings are of interest and can provide at least 
some broad information regarding physician contact with cannabis-using 
patients. This pilot study, at best, gives impressions of physicians’ personal 
opinions and attitudes, and some glimpse of the epidemiological aspects of 
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the treatment picture. It also makes clearer the limitations of similar previous 
surveys. 


Of the drugs mentioned in the general survey, alcohol was responsible for 
the largest number of cases, followed by amphetamines, multi-drug 
combinations, cannabis, hallucinogens, barbiturates and minor tranquilizers 
and opiate narcotics. There appeared to be a greater tendency to attribute 
adverse effects to cannabis when no alternatives were specifically presented 
than when other or multi-drug options were available on the questionnaire 
form. 


Sixty-five per cent of the physicians reported having seen patients whom 
they knew used cannabis, but only about one-half of these had seen or treated 
any patients in connection with their cannabis use. Cannabis-using patients 
ranged from 10 to 47 years of age with a modal age of 18. One-third of the 
physicians reported having seen patients because of parental, school, legal, or 
other external concern rather than concern expressed by the patient himself. 
Approximately three-quarters of the doctors who saw cannabis-using patients 
because of such social pressures had not had to treat any of these persons for 
adverse reaction to cannabis. This information is in agreement with the 
situation described by Russell’ and Smith and Mehl,” and clearly indicates 
that doctors are frequently involved in social consultation of little medical 
significance, and casts further doubts on simple tabulations of “cannabis cases 
seen” by clinicians. 


A general picture of multi-drug use emerged in the majority of patients 
requiring treatment or attention. Three-quarters of the physicians who had 
seen patients in connection with their use of cannabis noted that other drugs 
were often equally or secondarily involved. Many of the patients seen for 
cannabis-related problems had serious prior or concomitant personal or social 
difficulties not attributable to the drug and, in many instances, patients’ 
misuse of cannabis was seen as a symptom rather than a cause of underlying 
psychological disorder. 


Almost one-fifth of all respondents reported having seen one or more 
patients with cannabis-related problems who had required psychiatric 
treatment. Several psychiatrists had patients referred to them, whom they felt 
did not require psychiatric attention. About one-fifth of the physicians had 
patients who had been seen by another physician because of referrals. 


Almost one-fifth of the physicians had seen one or more patients with 
anxiety or acute panic reactions. Other adverse reactions, listed in order of 
decreasing frequency, include: prolonged depressive reactions, acute 
psychotic reactions, cannabis-induced recurrences (“flashbacks’’) of previous 
(non-cannabis) drug experiences, recurrences of previous cannabis effects, 
acute depressive reactions and prolonged psychotic reactions. Other drugs in 
addition to cannabis were involved in many of these cases. Almost one-fifth 
of the doctors indicated that they occasionally used drugs in the treatment of 
cannabis-related problems. Five to ten per cent of the respondents reported 
having seen one or more patients who had been hospitalized because of 
cannabis adverse effects. The majority of these were for less than one week, 
although two respondents noted cases in which hospitalization lasted for 
months. 
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Fourteen per cent of the doctors reported having seen some patients who 
had serious chronic social and psychological problems attributable to 
cannabis use which did not actually require hospitalization. Fifteen per cent 
of the respondents noted having seen patients whom they believed were 
suffering from persistent problems of thinking and cognition attributable to 
chronic cannabis use, and, in a few cases, organic neurological symptoms 
were suggested. Seventeen per cent of the doctors reported having seen one or 
more patients who displayed signs of psychological dependence on cannabis. 
One-quarter of the respondents reported having seen one or more patients 
whose school or work performance was thought to be adversely affected by 
cannabis use. Among these patients was noted some evidence of an 
‘“amotivational syndrome” or apathy and lack of energy and drive which was 
attributed to cannabis use. 


Qualitatively, the overall findings of this feasibility study are in general 
agreement with the bulk of clinical reports of adverse effects of cannabis in 
the North American literature, and suffer from much of the same limitations 
and drawbacks previously discussed. Few conclusions can be drawn regarding 
the accuracy of the physicians’ memories or the validity of the diagnoses and 
case histories involved. The high incidence of multi-drug use in problem cases 
complicates any cannabis-specific interpretation, but the study does give some 
general information as to the current drug treatment picture in this area. The 
study clearly points out limitations in the interpretation of other clinician or 
therapist surveys in the literature, and suggests that further work of this type 
would probably be of little additional value. Careful, intensive study of 
systematically selected cases and control subjects would be of considerably 
greater epidemiological import. 


The Commission conducted a study of youth-oriented innovative services, 
drop-in centres, hostels, and ‘street clinics’ across the country.’ Mailed 
questionnaires, and telephone and in-person follow-up interviews with staff 
were involved. Of 80 organizations on our original mailing list, about one- 
third were able to provide information relevent to this discussion. All of the 
organizations reported that cannabis use was either very prevalent or 
common in the populations they served, but none of the facilities reported 
having had to treat anyone as a result of cannabis use. These data present an 
interesting contrast to the reports from the physician survey discussed above. 
This apparent discrepancy is probably a product of differences in the 
populations served and the functions played by the respondents in the two 
Studies, as well as substantial differences in personal experiences, attitudes 
and beliefs regarding cannabis use. 


The Commission also conducted a general survey of the diagnostic records 
of psychiatric hospitals across the country in the spring of 19712® All 
psychiatric hospitals in Canada were included in the survey with the 
exception of those specializing in the treatment of alcoholism, emotionally 
disturbed children, mental defectives, and aged and senile patients. 
Rehabilitation hospitals were also excluded, as were general hospitals with 
psychiatric wards (with the exception of British Columbia). Hospital record 
librarians were asked to report the frequency with which various drugs 
appeared as primary or secondary factors in the official diagnoses of the 
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patients resident in the hospital on the date of the inquiry. This effort was 
intended to serve only as a general barometer and gross preliminary inquiry 
into the extent to which the non-medical use of drugs had imposed upon the 
country’s hospital system, and was not expected to provide a precise index of 
the actual number of drug-related cases in treatment. Of 56 psychiatric 
hospitals included in the survey, 51 were able to describe their resident 
populations. 


In general, alcohol was the drug most commonly implicated in psychiatric 
disorders, followed by LSD and other hallucinogens, amphetamines, 
cannabis, opiate narcotics, and barbiturates. Of a total of 22,827 psychiatric 
in-patients from all provinces except British Columbia, cannabis was 
mentioned as a primary factor in 20 cases and as a secondary factor in 18 
(representing a combined total of 0.17% of the patient population). 


In British Columbia there are few psychiatric hospitals, and the largest 
such institution was only able to provide admissions records. Consequently, 
non-psychiatric hospitals with psychiatric wards were also surveyed in that 
province. Because of the different sample and data base for British Columbia, 
comparisons with the other provinces are limited. Twelve of thirteen hospitals 
contacted provided resident sample information. Cannabis appeared as a 
primary factor in 5 cases and as a secondary factor in 15. This represents 1.4 
and 4.3%, respectively, of the 351 psychiatric ward in-patients in these 
institutions. At the major psychiatric institution (3,000 beds) there were no 
cannabis-related cases among 226 consecutive admissions for the month of 
April, but information on resident patients was unavailable. It is difficult to 
interpret the relatively high proportion of cannabis-related patients in the 
psychiatric wards compared to the consecutive admission pattern in British 
Columbia, and the general residential picture for the rest of the country. 
While extent and patterns of drug use specific to British Columbia may be a 
factor, the relatively small numbers involved and the limited nature of the 
data base and sampling procedures used complicates further comparisons. 


Interpretation of even the general national figures is obviously not 
straightforward, nor was it expected to be. All hospitals which had reported 
cannabis-related cases were asked for specific case history summaries. A total 
of 40 case history reports were received in which cannabis was considered a 
primary or contributing factor in the admission. The age of these patients 
ranged from 14 to 27 years, and 73% were males. In spite of the limitations of 
secondary analysis of often condensed and incomplete case history reports, 
some general impressions of these patients emerge, and information was 
revealed which sets clearer limitations on the interpretation of the general 
statistical data obtained. Even though the initial inquiry specifically requested 
only the number of patients with drugs mentioned in the official diagnoses, in 
many instances hospital staff went well beyond diagnostic information and 
interpreted the request as a more general quaere regarding drug involvement 
in the patient population. Unfortunately, hospitals were not consistent in 
their interpretation of the request and may have also applied differential 
criteria for the various drugs. The cannabis-related case histories revealed 
that most of these patients had intense involvement with other drugs, 
including alcohol, speed and LSD and, in some cases, had only passing or 
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occasional experience with cannabis. It appears that in many instances drugs 
were considered primary or secondary factors essentially because of generai 
information that the individual was a user, either in the past or at the time of 
hospital admission. The inclusion of such cases would undoubtedly give an 
inflated estimate of the role of cannabis in psychiatric disorder. On the other 
hand, as Keup has shown, many patients with drug-related problems are not 
detected in the admitting diagnoses and can only be identified by intensive 
background exploration.”’’’' Consequently, diagnostic record sampling is 
bound to miss certain valid cases. Almost one-half of the patients in the 
follow-up study had been diagnosed schizophrenic at some time, and a high 
proportion of personality disorders and adolescent adjustment problems were 
also noted. In those patients in which further data were available, the 
duration of hospitalization ranged from a few days to several months. 


In general, the cannabis picture in this study, which admittedly is only 
partially revealed, again reflects the bulk of the North American clinical 
literature. Hospital resident sampling techniques tend to detect more chronic 
cases than do consecutive admissions surveys, for example, and, as would be 
expected, these individuals generally showed considerable prior and 
concomitant psychiatric disorder and, typically, frequent or chronic use of 
other drugs. In only three instances did hospitalization appear to be the direct 
result of an acute reaction to cannabis use. No clear cases of “cannabis 
psychosis” were identified, although it appeared that in some instances the 
chronic use of cannabis may have contributed significantly to the condition 
which resulted in hospitalization. The data from this study do not allow firm 
conclusions regarding the causal role of the drugs in the cases described, and 
is subject to the limitations of incomplete case history reports described 
earlier. The data do suggest, however, that cannabis does appear as a 
secondary or complicating factor in psychiatric admissions in Canada, 
although such cases do not represent a significant proportion of either 
cannabis users in general, or of the psychiatric hospital patient population in 
particular. Significant changes in the extent and patterns of cannabis use in 
North America will undoubtedly alter the treatment picture, and such 
changes should be carefully and systematically monitored. 


The Incidence of Adverse Reactions in Non-Patient Samples 


In studying psychiatric patient populations we have a priori defined the 
group under study as pathological. Consequently, only limited information 
can be gained from tabulating the pathology within such groups. There have 
been a number of studies of marijuana users among prison populations. 
While such subjects are not necessarily pathological, they have clearly been 
selected for deviant behaviour and cannot be considered representative of 
marijuana users in general. Few controlled studies exist of cannabis users who 
were selected on some non-pathological or non-deviant basis. It would be 
preferrable to compare a cross-sectional sample of marijuana users with a 
control group of non-users with similar social, economic, and educational 
backgrounds. Even this type of investigation can only demonstrate factors 
which are associated with the use of cannabis. It cannot indicate causality. 
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Long-term prospective studies would be most useful, but are extremely 
difficult and expensive to undertake. 


The Mayor’s Committee of New York studied 48 marijuana-using 
prisoners who had been smoking regularly for 2 to 17 years with a mean of 8 
years. The number of marijuana cigarettes smoked per day ranged from 2 to 
18 with a mean of 7. The investigators concluded that there was no evidence 
that the marijuana users had suffered any mental deterioration as a result of 
their use of the drug.*’ Bromberg examined 67 prisoners who were 
marijuana users; none were psychotic, although neuroses and personality 
disorders were frequently found. There were no signs of chronic dementia or 
deterioration.” 


The Addiction Research Foundation of Ontario conducted a study of 232 
confirmed marijuana users in Toronto in 1968 and 1969.**' Prison and court 
referrals provided about one-half of the subjects and the remainder were 
volunteers not contacted through criminal-legal channels. The majority came 
from middle-class or upper middle-class homes, and 16 per cent were 
students. The average age was 22 (range: 15-42), and males outnumbered 
females four to one. The average duration of marijuana use was 2.7 years 
(range: 1-20). 


Preliminary analyses suggest the following characteristics in this sample: 
the subjects tended to be multiple-drug users (tobacco and alcohol were used 
by almost all of the subjects, more than one-half had tried LSD and speed, 
and one-third had tried opiate narcotics); cannabis was generally used about 
twice a week in the company of friends, accompanied by passive rather than 
active behaviour. Almost all subjects found the usual effects favourable, 
although about one-third had had at least one acute unpleasant experience 
(physiological or psychological) with the drug; only 5% had experienced more 
than a few ‘bad trips’, and a similar proportion had experienced one or more 
unpleasant cannabis reactions lasting more than one day; about one-half felt 
that cannabis had improved their lives, while a much smaller proportion 
thought it had made things worse; the subjects “tended to be underactive 
physically, engaging in passive pursuits”; about one-third believed in the 
“protestant work ethic’’, while almost as many rejected it; more than one-half 
were thought by a psychiatrist to be psychologically unstable or disturbed. 
Twelve per cent regularly experienced a “contact high” or a “flashback” to 
their drug experience, 17% never experienced either of them, and slightly 
more than one-half experienced one of these at least occassionally. It is 
unfortunate that these two concepts were considered together as a single item 
since they are not clearly defined, and, as discussed earlier, are not necessarily 
related. 


The researchers stress that their findings demonstrate an association, and 
not necessarily a causal relationship, between the regular use of cannabis and 
other characteristics described in this sample. The lack of a comparable 
matched control group precludes certain generalizations, and the frequent use 
of other drugs by these subjects limit conclusions specific to cannabis use. A 
complete report of this study will be published in the near future. 


The majority of studies of cannabis users not selected from deviant 
populations have concentrated on college or high school students. In several 
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of these, psychiatrically oriented questions were asked and in a few studies 
some psychometric data were obtained as well. There are often serious 
problems with applying, to cannabis or LSD users, conventional psychiatric 
tests (for example, the MMPI) which have been developed and standardized 
on populations without psychedelic-drug experience, since in many instances 
the subject’s response to a test item will be altered by his drug experience even 
if no residual direct effects exist. We have been unable to find any cross- 
sectional studies of cannabis users in which intensive direct clinical 
observations were involved. Correlational studies can, of course, only provide 
information regarding characteristics of cannabis users, and cannot establish 
causal relationships. 


Several studies using personality questionnaires or inventories have found 
that cannabis users (especially chronic users and those involved in the regular 
use of other drugs) tend to obtain more deviant scores than non- 
users.**'!8!° Some investigations have found no appreciable differences 
between cannabis users and non-users on pathological dimensions, “*“*°*” 
although other personality correlates have been noted. On the basis of such 
studies, cannabis users have been described as more open to experience, 
unconventional, individualistic, spontaneous, adventuresome, socially poised, 
impulsive, suggestible, rebellious, alienated, pleasure-seeking, anti- 
authoritarian, creative, aesthetically oriented, opinionated, unreligious, 
socially maladjusted, dissatisfied or depressed than non-users. On most 
variables, however, no consistent differences have been found between those 
who use cannabis and those who donot, 72 8 2) Alien 
be noted that the majority of users in these studies were students without 
extensive, heavy or long-term cannabis use. Most were light or intermittent 
smokers. There is apparently a greater tendency to find pathology among 
regular chronic users than persons with more casual involvement with the 
drug. It is not clear from any of these studies whether the personality 
attributes described lead to the use of cannabis or vice versa. 


Robins and associates reported the first study of the long-term outcome of 
marijuana use in a group not selected for deviant behaviour. The subjects 
were 235 black men who had gone to public elementary schools in St. Louis, 
Missouri in the early forties. While the characteristics of such a population 
may have questionable applicability to present marijuana use in Canada, this 
careful retrospective study should be considered. Persons in this sample who 
had used marijuana (and no other drugs except alcohol and tobacco) differed 
significantly from the non-marijuana users in that the users had more often: 
drunk heavily enough to create social or medical problems, failed to graduate 
from high school, reported their own infidelity or fathering of illegitimate 
children, received financial aid, had adult police records for non-drug 
offences, and reported violent behaviour. While these findings indicate an 
association between marijuana use and these other behavioural characteristics 
in this population, causal variables have not been identified. The heavy use of 
alcohol in these subjects complicates the interpretation considerably. Among 
the subjects who used only marijuana and alcohol, almost half had medical or 
social problems attributable to drinking and more than one-third were 
definitely considered alcoholics. When those subjects who were classified as 
alcoholics were eliminated from the data, the only statistically significant 
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difference between the marijuana users and non-users was with respect to 
financial aid received in the past five years. Subjects who used ‘harder drugs’ 
(for example, heroin, amphetamines and barbiturates) in addition to 
marijuana and alcohol were significantly more deviant than non-users, even 
after the alcoholics had been eliminated from the sample. Almost one-half of 
the SUDJEcts who had used marijuana also had some experience with the ‘hard’ 
drugs. 


In a survey of University of California at Los Angeles undergraduates (half 
of whom had tried marijuana) no differences were found between users and 
non-users on history of psychological or psychiatric treatment, or a variety of 
other psychiatrically oriented survey variables.2” Similarily, in a Commission 
study of 108 adult cannabis users and 34 matched control subjects, no 
differences were found between the two groups in psychological problems 
reported or visits to a psychotherapist.” By contrast, two studies of adults in 
the San Francisco area found that cannabis use was more common among, 
those who had seen a professional psychotherapist.””*” In a study of Harvard 
seniors, Walters and associates found more visits to a psychiatrist among 
those students who were users of marijuana or hallucinogenic drugs. 
However, in half of these cases, the individuals were not users at the time they 
saw the psychotherapist. Few felt that marijuana use was related to their 
seeking psychiatric help.” 


Smart and Fejer of the Addiction Research Foundation have recently 
conducted two surveys which have examined the relationship between 
cannabis use and experience in psychotherapy. Among high school students 
‘a a semi-rural area of Ontario,'®! for all drugs (including alcohol and 
tobacco) significantly more users than non-users had received treatment for 
psychological problems. Non-users who had received treatment noted family 
or school problems most frequently as the reason for treatment. Users of 
illicit drugs most often gave depression as the reason for therapy. It is difficult 
to ascertain the role of marijuana use in these data since the incidence of 
psychotherapy generally increases with age, as does drug use. The 
investigators point out that age differences may be a confounding factor in 
the correlation between marijuana use and treatment. As well, we do not 
know whether the treatment preceded or followed marijuana use. In 
presenting the difference between treatment frequency in users and non-users, 
there is no control for the use of other drugs, and many of these individuals 
are multi-drug users. 


In their survey of adults in Toronto,” these same investigators found that, 
overall, more cannabis users than non-users had been treated for 
psychological problems. However, when age was controlled, only in those 
over 30 was there a significant relationship between experience with cannabis 
and treatment. Marijuana users more often reported feelings of depression 
than did non-users. Again, neither the order of these occurrances, nor 
possible causal links were determined. 


In Tart’s study of regular marijuana users, about one-third had witnessed at 
least one person experiencing an “emotional crisis’ with marijuana and 
slightly fewer had actually experienced a ‘bad trip’ themselves. The subjects 
were also asked during what percentage of the times they had gotten ‘high’ 
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had they witnessed a ‘bad trip’. More than two-thirds estimated that such 
occurrences happened in less than 0.1% of the sessions. Two per cent of the 
sample indicated that ‘bad trips’ occurred in 5-10% of sessions. In the vast 
majority of the ‘bad trips’, friends and other non-professionals provided help 
or the incident subsided by itself. In approximately ten per cent of the adverse 
reactions some contact was made with professional treatment facilities.” 


Campbell interviewed 144 cannabis-using young people. About one-third 
reported having had some “bad” or unpleasant experience with the drug; 5.7 
per cent had experienced moderately severe reactions and 2.8 per cent had 
had what were called severe reactions.’ In a Commission study of adult 
cannabis users” one-quarter of the subjects reported having had experienced 
some negative reaction to cannabis in the past. Unpleasant experiences were 
listed as among the reasons for quitting or reducing cannabis use in a small 


proportion of former users in several studies, including Commission 
surveys 53,349,350,351,415,449 


In Smith’s sample of patients seen at the Haight-Ashbury Clinic in San 
Francisco, one-third of those who used marijuana had experienced some 
adverse reaction at one time or another. Few of these instances were ever 
presented for treatment, however.” Similarly, in a study of high school 
students in Ontario about one-third of the cannabis users reported having 
experienced, at least once, “confusion, anxiety or other unpleasant effects” 
from the drug. In addition, one-quarter of the users reported that they had 
experienced a recurrence of some aspect of cannabis effects while not using 
the drug. The quality, intensity or the general nature of these recurrences 
were not determined, however.’ 


Halikas found that 16 out of 100 regular cannabis-using subjects reported 
that they “usually” experienced at least one acute or post-intoxication 
unpleasant effect, and about one-half “occasionally” experienced some 
adverse effects such as anxiety, confusion or memory impairment. Two per 
cent “usually” experienced “anxiety flashes” as an after-effect, 22% have 
“occasionally” experienced this and 76% had experienced it “once or never”’. 
It is not clear if these responses coincide with the “flashbacks”’ occasionally 
noted in the clinical literature.” 


In his study of West Coast United States schools, Blum has broken down 
“bad outcomes” into several categories and generally found relatively fewer 
acute adverse reactions to cannabis than to alcohol. Very few of the cannabis 
reactions described were severe enough to require professional treatment, and 
typically included such things as headache, nausea, emotional upset, 
sensitivity to criticism, and difficulty in thinking. Blum calculates that only 
about one in 14 adverse reaction cases actually are seen for treatment.” 


Goode found a tendency for women to report negative aspects of the 
cannabis ‘high’ more often than men. Less than 10% of male users reported 
sometimes feeling paranoid, while this was true of 21% of the women. 
Women more often noted that they had experienced depression (6% for men 
and 15% for women) and depersonalization (8% vs. 16%) at least once with 
cannabis.” 


Although many gaps exist in the epidemiological picture of cannabis 
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adverse effects, studies based on non-medical samples provide little evidence 
at this time that cannabis causes a significant degree of pathology in the 
general population of users studied in North America. Some unpleasant 
aspects of cannabis effects are acknowledged by most users and it would 
appear that a significant proportion have experienced at least one generally 
unpleasant ‘high’ from the drug. Very few of these negative reactions require 
medical assistance. Although cannabis users in some populations may differ 
from non-users on a variety of personality variables, the majority of the 
findings are within the general range of normality, no uniform or consistent 
picture has emerged and causal relationships have not been established. 


AMERICAN EXPERIENCE IN VIETNAM 


In the past several years a number of reports have appeared of adverse 
reactions to cannabis among US. soldiers stationed in Vietnam. Surveys 
suggest that 25-68% of the hundreds of thousands of U:S. soldiers involved 
in the war have smoked the potent, inexpensive, and readily available 
Vietnamese marijuana.''*?°°" Cannabis use was reportedly higher in a 
psychiatric population than in other patients in 1968." ” The use of opium, 
both alone and mixed with marijuana, has also frequently been reported 
among US. soldiers and some investigators claim that half of the cannabis 
contraband seized contains opiates.’!””’’ However, good statistical evidence on 
the extent of drug use or its purity in Vietnam is not currently available. 


Talbott and Teague reported that in 1967-68, persons suffering from acute, 
self-limiting psychosis associated with cannabis use and environmental stress, 
were appearing for medical treatment at the rate of one or two per month, 
from an overall population of about one-half million individuals. The 
authors described 12 cases appearing with acute symptoms including anxiety 
and fear, impaired cognitive functioning and memory, excited and 
disorganized behaviour, paranoia and other delusions, hallucinations, 
aggression (in one case, homicide was involved). A “definite toxic, organic 
quality” was noted. Ten patients recovered within three days and the other 
two within a week and one-half. In all cases, the situation described was 
reportedly the patient’s first experience with marijuana, and in only two 
individuals was there significant evidence of previous psychiatric disorder.” 


More commonly, reports from Vietnam have dealt with regular or heavy 
cannabis users with generally poor premorbid psychological adjustment. 
Fidaelo reported that in 1968, approximately five per cent of psychiatric 
admissions at an army hospital were cannabis-related psychotic reactions, 
generally in heavy users. This incidence is essentially the same as that noted 
by Talbott and Teague. In discussing a minority of cases which did not clear 
up in a few days, the author states: 


It is not known whether this group represents schizophrenics who mask their 
psychosis with marijuana usage, OF individuals with weak ego boundaries—severe 
character disorders, who are tipped into a psychosis by their experience with 
marijuana—or whether their psychosis is a direct pharmacologic effect of high 
concentrations of marijuana.’ [P. 59] 


Colbach and Crowe reported that out of a catchment population of 45,000 
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soldiers in 1969, about five cases per month (approximately ten per cent of 
the patients seen) appeared with schizophrenia-like psychoses usually 
associated with a history of heavy marijuana use. These individuals were 
characterized by a prior “borderline personality organization”. No cases were 
seen in which marijuana was the primary cause of aggression directed to the 
self or toward others.'**!” 


Marijuana was apparently often used by soldiers after a battle as a 
tranquilizer.’ Bey and Zechinelli have further suggested that chronic 
marijuana use may be a form of attempted self-treatment in some disturbed 
individuals in Vietnam. They described 20 consecutive soldier patients, all 
habitual users, who were hospitalized for 24-72 hours for acute psychotic 
reactions. “It was observed that all of these men had serious characterological 
problems and could be classified as “borderline personalities’.”” The authors 
contend that: 


Marijuana served directly and indirectly to assist the patients in achieving a costly 
homeostasis, in their efforts to cope with the core problems of identity confusion, 
low self esteem, ego weakness and shallow object relationships.” [P. 450] 


After reviewing some of the U.S. marijuana experience in Vietnam, and 
related literature, Hauschild concluded that cannabis: 


..can precipitate mental illness in the predisposed. Excess use provokes an acute 
brain syndrome. Chronic use produces lethargy and apathy....There is general 
agreement that marijuana is not significantly associated with violent behaviour, 
and it does not apparently contribute to crime, as alcohol does.””” [P. 108] 


J. Kaplan recently described a general problem of heavy multi-drug use 
(including opiate narcotics) in the military patient population. The majority 
of the problem patients had severe underlying personality and character 
disorders. A number of chronic drug users who smoked heavily “day in and 
day out’ reportedly suffered from an ‘“‘amotivational syndrome’’, 
characterized by passive behaviour, loss of complex goals, withdrawal from 
activities, procrastination, poor concentration, and reduced ambition.” 


It has frequently been pointed out that the set and setting of cannabis use 
by U.S. military personnel in Vietnam may approach the ultimate situation 
for producing ‘bad trips’. One medical officer, after returning from Vietnam, 
voiced the opinion that: 


...the soldier smoking pot in a situation where he wants to feel good and relax, 
and is away from the stresses of battle, may have a sense of well being and 
euphoria. The same soldier who has been in combat, who is suspicious of the 
people living in the area, not knowing how to distinguish a South Vietnamese 
from a Viet Cong, seeing his buddies being killed, watching young children 
destroy themselves and blowing up G.I.’s with them, will have paranoid feelings, 
become frightened under the drug and become more angry and vengeful. This 
did not only necessarily refer to soldiers who were in combat. The same type of 
heightening of paranoid feelings was evidenced in many soldiers who were 
feeling ‘uptight’ about their particular situation in Vietnam.’”’ [P. 7] 


The actual frequency of adverse reactions to cannabis in Vietnam is 
uncertain. Because of the frequent lack of confidentiality of medical records 
in the U.S. military, and the potentially severe penalties for illicit drug use, 
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which, until recently, potentially included the complete loss of war veterans’ 
benefits,””” a significant number of acute cannabis reactions, especially of the 
less severe variety, are undoubtedly never brought to medical or official 
attention and, consequently, will not appear in official statistics. The cases 
reported to date, although clinically significant, represent a low percentage of 
the psychiatric population treated and a very small proportion of cannabis- 
using soldiers. 


Several observers have pointed out that even though drug reactions are now 
seen more frequently than in past wars, battle fatigue and psychosis, other 
acute war reactions, and psychiatric admissions in general are considerably 
lower among soldiers in Vietnam than in World War Il or in the Korean 
War_2°978 Tt has been suggested that many of the marijuana cases seen 
medically may represent combat reactions complicated by, or coincident with, 
cannabis use. It has further been suggested that the high incidence of drug use 
among soldiers in Vietnam may possibly be masking, or to some extent, even 
protecting that population from traditional wartime reactions, although a 
variety of other factors such as improved training, treatment, and personnel 
turnover might well account for the differences reported.” It should be noted 
that acute reactions have been described in individuals without obvious prior 
pathology, and in military personnel not actually working under combat 
conditions. Some observers have suggested that the recently increased number 
of psychiatric cases in Vietnam might be a function of drug use problems.'** 


Clearly, a thorough and systematic investigation of the U.S. military 
experience with cannabis in Vietnam 1s indicated. Firm conclusions regarding 
essential questions as to the nature and the extent of cannabis-related 
psychiatric problems associated with the Vietnamese War cannot be made on 
the basis of the evidence presently available. Furthermore, the applicability of 
any such findings to present conditions of cannabis use in North America is 
limited, although it is clear that general conditions of physical and 
psychological stress are by no means restricted to military operations. 


LABORATORY REPORTS OF ADVERSE REACTIONS 


A major difficulty in interpreting clinical reports of adverse reactions to 
illicit drugs is that one rarely has adequate information regarding the 
quantity, quality and often, even the general identity of the drug involved. In 
the East, cannabis, when smoked, is invariably taken with tobacco and is, in 
some situations, mixed with other potent psychotropic compounds as well. 
Such practices obviously complicate clinical interpretation. Because of 
continual rumours of ‘spiked’ or adulterated cannabis in North America, it 
has been suggested that some of the adverse reactions described in the clinical 
literature may not have involved pure cannabis, but might be attributable to 
some other unknown drug. As discussed earlier, however, samples of cannabis 
mixed or adulterated with other psychotropic compounds have rarely been 
documented by chemical analysis in North America. Cannabis is usually what 
it appears to be, or may be diluted or cut with inactive plant substances. 
Adverse reactions to pure cannabis, both in the laboratory and in the 
community, have been documented. For example, the Commission has 
investigated two cases of acute panic or psychotic reaction in Ontario and 
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found, by chemical analysis, that the marijuana involved was uncontaminated 
and of high purity and potency. Interestingly, marijuana from the same 
original batch was used by over one hundred other persons, totalling well 
over one thousand individual instances of use without serious adverse 
reaction. The two cases described occurred simultaneously in the same 
session. Smith and Mehl have reported similar cases of idiosyncratic adverse 


response.””° 


Several experimental reports have contained descriptions of acute panic or 
psychotic reactions which have occurred under controlled laboratory 
conditions with pure cannabis compounds. It must be stressed, in this context, 
that scientific laboratory conditions often do not provide a particularly 
pleasant setting for drug consumption, or one which generalizes readily to 
normal social conditions of drug usage. Subjects, even in non-drug studies, 
are often apprehensive about being experimented upon. Consequently, one 
might expect to see a higher incidence of drug adverse reactions in some 
‘neutral’ scientific laboratory or psychiatric hospital experimental settings 
than under conditions of normal social usage. 


The Mayor’s Committee of New York (1944)*’ conducted experiments 
with 77 persons—72 of whom were inmates of various New York prisons. 
Forty-eight of these subjects had used marijuana previously and some had 
been heavy users of opiate narcotics. Cannabis concentrate was given orally 
in generally large doses and ordinary marijuana cigarettes were administered 
in various quantities. Using admittedly high doses, the researchers reported 
nine cases of psychotic reaction in the prisoners studied. In six instances, 
acute or short-term adverse reactions characterized by “...mental confusion 
and excitement of delirious nature with periods of laughter and anxiety” 
occurred and rapidly cleared. Three cases of “true” psychosis appeared to be 
associated with the experiment. 


The precise role of marijuana in the psychotic states of the three unstable persons 
is not clear...[In the first subject] the psychotic episode was probably related to 
epilepsy....In the case of the second and third subjects, the fact that they were 
sent back to prison to complete their sentences must be considered an important, 
if not the main factor in bringing on the psychosis.” 


None of the nine individuals had previously been a regular user of cannabis. 
The researchers indicate that: 


Marihuana may precipitate a psychosis in an unstable, disorganized personality, 
when it is taken in amounts greater than he can tolerate....However, it should be 
noted that a characteristic marihuana psychosis does not exist. Marihuana will 
not produce a psychosis de novo in a well integrated, stable person.’* [P. 249] 


Isbell, and co-workers gave various doses of isolated THC to a group of 
former opiate narcotic addict prisoners. With the higher doses “marked 
distortion in visual and auditory perception, depersonalization, derealization 
and hallucinations, both auditory and optical, occurred in most patients. 
Delta-9 THC, therefore, is a psychotomimetic drug and its psychotomimetic 
effects are dependent on dose.”’ Such occurrences may also appear in some 
individuals as “idiosyncratic” reactions at lower doses. It has been noted that 
many of the symptoms which Isbell labelled “psychotomimetic” might be 
called ‘psychedelic’ by scientists with different attitudes or theoretical 
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orientation. Euphoria was consistently noted in most subjects, but in two 
individuals, the drug experience was definitely unpleasant, and they were 
released from the study.”°*”" 


Ames, in South Africa, administered cannabis concentrate orally, in 
moderate to high doses, to ten apparently cannabis-naive medical staff 
volunteers, including herself. In a thorough report, the author drew many 
parallels between the cannabis-induced state and natural psychosis. Some 
transient anxiety and confusional reactions were noted among the subjects."° 


In South America, Cordeiro de Farias demonstrated noxious marijuana 
symptoms in a group of cannabis-naive medical personnel, after a series of 
trials in which the marijuana dose was repeatedly increased until significant 
acute adverse effects occurred. In the final test, quantities up to 5.6 gm of 
marijuana were smoked, and confusion and anxiety resulted in some subjects. 
In spite of the intentions of the experimenters, and the very large doses 
administered to inexperienced persons, no persistent adverse effects were 
reported.’ 


In all of the laboratory examples of adverse reactions discussed above, 
subjects were given doses which exceeded, in some cases, many times their 
preferred or regular doses, or were cannabis-naive medical personnel given 
large initial quantities of the drug. Many of the other subjects tested were 
prisoners and former opiate narcotic addicts. None of the individuals 
described were typical cannabis users given socially relevant doses. 


In Commission laboratory experiments (including pilot projects), 65 
“normal” cannabis-using individuals were tested under a variety of 
conditions a total of 180 times with smoked cannabis doses ranging from 
approximately 0.5 to 15 mg THC. The ‘joints’ were smoked completely and 
more rapidly than normal, using techniques which maximize THC delivery 
and absorption, although the doses given are within the general range of 
usual consumption in Canada. In three instances, acute anxiety or panic 
reactions occurred, which cleared within hours and left no residual symptoms. 
Although transient, these reactions were highly unpleasant and disturbing for 
the subjects and experimenters involved. The three subjects were young men, 
all occasional cannabis users, without experience with LSD or other potent 
hallucinogens, who presented no clear signs of prior psychopathology. It 
should be stressed that considerable individual differences exist in drug 
sensitivity and desired levels of intoxication. In addition, questions of 
tolerance may enter the picture. (See later section on Tolerance and 
Dependence.) In all three cases, the subjects were asked to consume more than 
they wished, and would have undoubtedly avoided the anxiety reactions had 
they been left to smoke to a personally selected optimal level of intoxication. 
One subject was under considerable psychological and physical stress at the 
time of the experiment, and this may have contributed to his reaction. No 
non-laboratory factors were identified in the other two persons. 


A number of researchers in North America have indicated to the 
Commission that similar acute reactions have occurred in subjects in their 
laboratories as well, and several such cases have recently been mentioned in 
the literature, !!!156307393431436 Jt would appear that the administration of 
cannabis to inexperienced or infrequent users under laboratory or hospital 
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conditions, in doses exceeding 10 mg THC (efficiently and rapidly smoked) or 
30 mg THC given orally, entails a small but significant risk of acute anxiety 
reaction in some individuals (although considerably higher doses have 
frequently been given without untoward effects). Complications may also 
arise when cannabis is given in combination with alcohol or tobacco. No 
indication of persisting effects arising from a laboratory cannabis experience 
has been reported. 


Since there have been few chronic or sub-chronic laboratory studies of 
cannabis effects in humans, experimental data pertaining to possible chronic 
adverse psychological effects are limited. In 1946, Williams and associates 
reported an increase in lassitude and indifference, and a lack of productive 
activity in prisoners given large doses of marijuana cigarettes (or Pyrahexyl) 
ad libitum daily for over a month. Unfortunately, no control group was run, 
so interpretation of these data are difficult.°” 


The Addiction Research Foundation’s continuing experimental study of 
the effects of daily marijuana smoking has focussed considerable attention on 
the subjects’ personal and socio-economic behaviour.*° (This research 
program is summarized in Annex B at the end of this chapter.) Experimental 
and control subjects, who were “normal” cannabis-using volunteers, were 
studied for several months under various drug conditions while living in a 
model “micro-economy” system in an experimental hospital ward. Subjects 
were given the opportunity of earning a living (in cash equivalent tokens) by 
constructing stools and weaving belts. 


When large daily mandatory doses of marijuana were introduced after 
long periods of abstinence in the laboratory, work productivity tended to be 
depressed. Discontinuation of marijuana use after a prolonged period of 
forced daily smoking of high doses resulted in an increase in productivity. 
When the work ouput of subjects on a mandatory high dose was compared to 
that of subjects who consumed only the amounts they desired (which were, in 
fact, relatively small quantities) the forced-dose group showed dramatically 
lower average productivity, which was most pronounced in the first few weeks 
of testing. Some behavioural adaptation or tolerance to this effect of the drug 
seemed to develop over the course of the experiment, and differences between 
the mandatory and free-purchase groups were minimal toward the end of the 
experimental period. The researchers suspect that this productivity decrement 
is due more to a reduction in time spent working, rather than to inefficient 
performance. 


No gross behavioural changes appeared during the experiments and there 
was no evidence of social deterioration, or a decline in concern over personal 
hygiene or physical condition. No intellectual deterioration was detected and 
chronic mood modification was not reflected in either staff ratings or the 
subjects’ self reports. Repeated daily administration of the higher mandatory 
doses was considered unpleasant by the subjects, and a few acute anxiety 
reactions occurred. Psychiatric tests and examinations found no chronic 
adverse effects as a result of cannabis use in these experiments. 


The relationship between some of the effects observed here and the so- 
called “amotivational syndrome”, sometimes noted in clinical reports of 
chronic heavy users, is not clear, but the data do lend support to the notion 
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that cannabis, in certain circumstances, may reduce motivation for 
performing certain normally conducted tasks. Some characteristics of data of 
this type are very likely determined to a significant degree by the nature of 
the general living environment and the tasks involved. In this program, 
labour was of a repetitive, handicraft nature. Effects on work of a more 
intellectual or artistic variety, or on tasks of the subjects’ own choosing, might 
yield different results, and should be explored. In addition, the stress or 
boredom of institutional living undoubtedly had some influence on the data, 
and conclusions must be limited accordingly. 


SUMMARY AND DISCUSSION OF ADVERSE PsYCHOLOGICAL REACTIONS TO 
CANNABIS 


A number of apparent conflicts exist in the North American literature on 
adverse reactions to cannabis. During the past few years there have been 
numerous Clinical case reports of individuals who were suffering from a 
variety of acute and chronic psychological disabilities allegedly associated 
with cannabis use. Some writers have gone so far as to suggest that such a 
picture may be expected to be the typical outcome of regular cannabis 
consumption. On the other hand, surveys of hospital admissions and resident 
patients in North America have uncovered an almost insignificant number of 
patients with primary cannabis problems. Even university counselling and 
health services have a dearth of systematic records of serious cannabis 
difficulties. Although studies of college treatment facilities deal with a very 
select sub-group of the population, these statistics are interesting in that one 
can generally define the catchment population of students served by the 
counselling and health services, and often considerable information 1s 
available on drug use patterns in the population. Several limited surveys of 
private practitioners and clinicians in the general community provide some 
bridge between the apparently conflicting views presented by the clinical case 
reports and hospital and treatment facility records. In spite of severe 
methodological difficulties, studies of individual practitioners indicate that a 
significant number of cannabis-related cases do come to medical attention for 
a variety of reasons, although the role of the drug in the conditions described 
‘s often uncertain, and such patients apparently represent a minimal 
proportion of users. Cannabis cases are rarely referred to a hospital, 
suggesting a relative absence of major debilitating chronic problems in North 
America today. Available evidence strongly suggests that serious adverse 
reactions are infrequent and that only a small proportion of the adverse 
reaction cases which do occur ever come to medical attention. 


Intensive psychiatric studies of cannabis users selected from non-patient 
populations are rare, reports of comparisons with proper control groups are, 
at this time, virtually non-existent. The few studies which approach these 
criteria have not demonstrated the existence of serious complications with 
cannabis use. 


In conclusion, existing limited information suggests that cannabis use in 
North America has, so far, rarely led to reactions requiring hospitalization. 
Nearly all of the cases which have been hospitalized were acute, and were 
released in a matter of days. Severe chronic cases of “cannabis psychosis” 
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have not been scientifically documented, although there is some evidence that 
cannabis may contribute to chronic conditions in certain individuals. Lesser 
problems do come to the attention of clinicians often enough to cause 
concern, although there is no indication that cannabis reactions requiring 
medical treatment occur in more than a small fraction of users, and the 
nature of the problems presented are yet to be elucidated. It should be 
stressed, however, that treatment on an occasional or out-patient basis does 
not necessarily indicate that the disorder is not serious or that it is 
insignificant. The majority of severely disturbed individuals in North 
America are not hospitalized, and out-patient psychiatric care is becoming 
increasingly common in all areas of psychotherapy. Changes in the extent 
and pattern of cannabis use in North America will undoubtedly alter the 
epidemiological picture of adverse reactions as well. To date, long-term heavy 
cannabis use has been relatively rare on this continent. 


The Eastern literature, by contrast, is much more suggestive of a link 
between heavy cannabis use and more prolonged psychological disorders. It 
should be restated, however, that in the East, moderate use is the rule and has 
not been shown to lead to serious psychological and physiological problems. 
The strongest evidence of adverse effects generally involves the exceptional 
chronic user, living under conditions of poverty, who reportedly consumes 
what seems to be an incredible amount of potent cannabis. Scientific and 
medical difficulties in interpreting the Eastern literature and generalizing 
from the social, economic and philosophic conditions involved to the present 
situation in North America have been discussed in detail earlier. In spite of 
these major difficulties, this literature cannot be discarded or considered 
irrelevant. If one assumes, for purposes of analysis, that the often-suggested 
cannabis-psychopathology link in the Eastern literature has some validity, 
significant contradictions appear when one compares the Eastern and 
Western-industrial situations. 


Many observers have argued that the major reason we have not seen 
adverse effects comparable to those reported in some other countries is that 
most of what is consumed as cannabis in North America is weak or inactive 
marijuana, often cut with a variety of inactive substances. They further 
contend that if potent cannabis material were freely available, the North 
American picture would more closely approximate that presented in the 
Eastern literature. The recent experiences of North Americans in Vietnam 
lends some support to this view. The factors of availability and potency may 
well account for some of the East-West differences discussed above, but other 
social and economic, as well as scientific and medical factors complicate such 
a simple interpretation of the overall picture. 


In the United States, marijuana is the most common form of cannabis and 
is generally brought up from Mexico and distributed across the continent. 
Until recently, hashish was considered a rarity in the United States. In 
Canada, however, with the exception of the West Coast, where marijuana 
apparently comes north through California, the use of hashish has been quite 
common for several years. Furthermore, it appears that in the past few years 
marijuana has become relatively less available in Canada, and in some areas, 
cannabis is most commonly seen in the form of hashish. Hashish used in 
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Canada is generally of reasonable potency. Analysis of recent police seizures 
and ‘street’ samples indicates that the marijuana available is usually mild, but 
definitely psychotropic. Consequently, one must conclude that much of the 
recent Canadian cannabis experience has been with potent material, but of 
usually limited availability. This is also the case in England.” It has 
frequently been noted that the heavy chronic user in both the West and the 
East often uses other potent substances as well as cannabis. The role of other 
drugs in the pathological conditions often described is as yet unclear. 


The vast majority of problem cases reported in the East were daily, long- 
term users who consume many times the amount of cannabis used by chronic 
smokers in North America. There are relatively few persons with a long 
history of heavy, chronic use on this continent. This is probably a significant 
factor in the differential treatment pictures presented. On the other hand, 
even in the Eastern literature most of the acute psychiatric hospital admission 
cases related to cannabis are relatively young men and, consequently, have 
had a limited duration of cannabis usage as well. Consequently, the chronicity 
of use factor, alone, cannot account for all of the discrepancies in the 
literature. 


In the East, usually the lower classes have been studied. Subjects were 
mostly impoverished, irregularly employed, illiterate, malnourished and often 
from urban slums. In the West, especially in the recent literature, focus has 
been on middle-class, affluent users—often college students with above 
average drive and intelligence. Some of the older United States literature, 
which deals primarily with lower-class, urban slum-dwelling minority groups, 
presents a picture perhaps more similar to the Eastern problem user, although 
there is not enough accurate data for detailed comparison. 


Some modern controlled studies of cannabis use in non-industrial countries 
are now underway, and will undoubtedly further clarify the factors involved 
in the apparent East-West cannabis paradox."”""™ It should be noted that 
Jamaica, which has had a long history of widespread use of very potent 
ganja, has not produced many reports of cannabis adverse reactions. In fact, 
recent Jamaican studies have shown little indication of cannabis-related 
problems in chronic users. 


There is a tendency in much of the Eastern literature to differentiate 
between the effects of marijuana or bhang and the more potent, concentrated 
forms of cannabis such as hashish or charas. It would appear that chronic 
heavy cannabis users prefer the more potent compounds and are also more 
likely to be mentioned in studies of adverse effects. It is not clear, however, if 
the more potent preparations are per se any more OF less likely to produce 
adverse effects in the long run than are the milder materials. A similar 
distinction, based on potency, has traditionally been made in the alcohol 
literature, with more serious consequences often attributed to the use of 
distilled liquor than to the consumption of weaker drinks such as beer or 
wine 2° Recent studies2”*° have shown, however, that even though acute 
poisoning with alcohol may occur more frequently with distilled spirits, long- 
term effects of chronic alcoholism are related to total alcohol consumed and 
not to the form or potency of the individual drinks. An analogy might exist 
between the alcohol and marijuana experience. While it is generally much 
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easier to consume massive quantities of cannabinoids in the form of hashish 
rather than marijuana (and this might make acute adverse reactions more 
likely with hashish), until further pharmacological studies are done, it would 
be premature to assume that one cannabis preparation is more likely than 
another to produce chronic adverse effects in the long run. It should be noted, 
however, that marijuana and hashish generally differ in relative cannabinoid 
proportions as well as overall THC concentration (in that the ratio of CBD 
and CBN to THC is usually significantly higher in hashish—see Table 2). 


If attention is focussed on the North American literature alone, one is still 
left with an apparently paradoxical situation. If concern is directed to isolated 
(and, more recently, grouped) clinical case reports only, the impression is 
gained that there is, or soon will be, an epidemic of serious cannabis-induced 
psychopathology on this continent. On the other hand, attempts to locate 
severe chronic cases, starting from a broad population of users, or even a 
narrower population of general psychiatric patients and hospital admissions, 
have met with little success. This would strongly suggest that “cannabis 
psychosis” or other severe cannabis-related disorders requiring in-patient 
treatment are statistically rare in North America. This does not mean that 
isolated case reports are not clinically valid, however. 


Based on what we now know from clinical and experimental reports, it 
would appear that given a certain set and setting, and sufficient dose, it would 
be possible to produce a marijuana ‘bad trip’ in a significant proportion of 
users. Furthermore, it has been established that in some individuals and 
circumstances, a severe and horrifying acute panic reaction can occur. What 
follows the acute panic reaction is less clear. In most instances the main 
adverse effects disappear as the ordinary symptoms of the ‘high’ recede, and 
few residual symptoms persist. There are, however, a few clear clinical reports 
of more prolonged psychotic reactions lasting days or, more rarely, weeks and 
months in individuals with little or no identifiable prior psychopathology. 
Prolonged reactions in chronically maladjusted individuals are more often 
reported, but still cannot be considered frequent. Some aspects of the 
conflicting views developing in the literature may be reconciled by the 
following analysis. 


Alleged cannabis-related psychoses are often considered to be 
schizophrenia-like, and the “cannabis psychosis” syndrome is often defined 
with respect to “classical”? schizophrenia as a standard. The opinion is 
frequently voiced that cannabis use may aggravate, mobilize or precipitate 
schizophrenia in borderline personalities. On the other hand, many 
investigators have argued that “cannabis psychoses”? are just naturall 
occurring schizophrenic disorders in the cannabis-using population.'7%%° 
Consequently, it would seem worthwhile to explore the schizophrenic 
syndrome, as it might relate to cannabis use, in more detail. 


There is general agreement in the non-drug psychiatric literature that 
psychotic reactions can occur in predisposed individuals in response to 
emotional and physical stress. The ideal case of the good premorbid or reactive 
schizophrenic is a good example. A typical picture is one of acute psychotic 
breakdown, elicited by some specific and identifiable traumatic stress 
stimulus. Prognosis is generally good and reasonable recovery can be 
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expected. This situation can be contrasted with that of the poor premorbid or 
process schizophrenic, at the opposite end of the scale—where there is no 
clearly identifiable precipitating event, or acute onset of illness—but instead a 
more insidious and gradual process of dementia of long duration, with poor 
prognosis. This latter case more clearly corresponds to dementia praecox and 
the classical psychiatric notions of schizophrenia which pervade the older 
European literature and, significantly, seem to predominate in Eastern and 
Middle-Eastern psychiatric circles. The more acute psychotic reactions, which 
would likely be called schizophrenia in North America, are generally not 
considered “true” schizophrenia by clinicians of this latter theoretical 
orientation. In most cases of schizophrenia, onset of psychotic symptoms 
occurs in youth. Some borderline individuals may have displayed very few 
signs of psychopathology prior to the first psychotic break. In many instances 
pre-schizophrenic persons appear to manifest character disorders. 


It is conceivable that a severe panic reaction to cannabis might serve as a 
precipitating stimulus for a more prolonged schizophrenic reaction in a 
borderline pre-psychotic individual. Such a hypothetical reaction might be 
expected to be of relatively short duration compared to the classic process or 
poor premorbid case. A number of case reports which fit this model have 
appeared in the North American literature. In addition, much of the Eastern 
literature on short- to medium-length cannabis-related psychotic reactions, 
which are often designated as being of shorter duration than “classical” 
schizophrenia, seem to follow this pattern. Whether or not such individuals 
would have experienced a schizophrenic break at some time, in the absence of 
drug-related stress, is an important, but difficult, question. There is no good 
evidence from which we can answer, but many observers feel that a 
significant number of borderline, schizoid or “compensated” schizophrenics 
may go through life without ever developing a full-blown psychosis. 


There are no good estimates of the incidence of various kinds of 
endogenous psychosis in society—gross differences in diagnostic categories 
and practices preclude accurate data. Estimates usually range from 0.5 to 3% 
of the total population. Since schizophrenia itself is not a well-defined entity, 
and is probably a heterogenous group of perhaps etiologically different 
disorders with areas of common symptomatology, the picture is even more 
complicated. 


If the assumption is made that one per cent of the general population 
might at some time display “schizophrenic behaviour” some interesting 
hypothetical conditions can be explored. The high risk period for initial 
schizophrenic breakdown is between the ages of 15 to 35, with perhaps half 
the cases initiating before the age of 25. This means that the onset of 
schizophrenic symptoms is most likely to occur in the same age groups that 
are presently the most frequent users of cannabis and other illicit drugs in 
North America. 


In the following (admittedly over-simplified) hypothetical exercise, assume 
a city with a population of one million, with 150,000 persons between the 
ages 15-25, an incidence of ten per cent regular cannabis use in that age 
group, and an incidence of schizophrenia-like conditions in 0.5 per cent of 
that sub-population (0.05 per cent would be expected to show initial 
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schizophrenic breakdown per year if reactions were evenly distributed 
throughout the ten-year period). By multiplying through the various 
probabilities, one can predict that seven to eight cases of schizophrenia per 
year would occur among cannabis-smoking young people, even if no 
interaction existed between the drug and the disorder, and any overlap being 
merely random coincidence. Such cases undoubtedly exist and must present a 
difficult and challenging diagnostic and therapeutic problem. 


It should be pointed out that schizophrenia is only one of many serious 
psychological problems which commonly emerge in adolescence, and a 
variety of other forms of psychological disorder would also be expected to 
occur by chance in a cannabis-using population. Some observers estimate that 
10-30% of adolescents experience temporary or long-lasting psychological 
disorders or adjustment problems. Consequently, one would expect to see on a 
chance basis alone, a significant number of young people who were 
psychologically disturbed and using cannabis at the same time. In a small 
number of these individuals, the onset of both acute psychological problems 
and cannabis use would be expected to coincide. 


While the above hypothetical exercise was focussed primarily on 
schizophrenia as an example, a similar analysis could be made for a variety of 
other personality and behavioural patterns which have been associated with 
cannabis use at different times in the literature. 


Although good epidemiological data are lacking, many observers feel that 
the frequency of psychopathology in the chronic cannabis-using population is 
higher than would be expected by chance. If this were true, at least three 
reasonable explanatory hypotheses might be adequate, each with some 
current data for its support: 


(1) Pathological persons may be more likely to use cannabis (or to use it 
heavily)—especially when use is statistically unusual or deviant. This 
might, for example, represent acting-out or rebellious behaviour, 
attempted self-treatment, poor judgement, or an inability to find 
pleasure by other means. 


(2) Cannabis use may lead to an increased incidence of psychopathology. 
This could be a direct neurological effect, or, for example, the drug 
might conceivably precipitate or complicate a schizophrenic reaction in 
a predisposed person as discussed above. 


(3) Other factors may influence both psychopathology and cannabis use 
(for example, social alienation, socio-economic conditions, and family 
relations). 


A fourth possible interaction between cannabis and psychopathology has 
been suggested by several authors.'”’”** It is possible that cannabis use may 
mask and compensate for chronic pathology and reduce overt symptoms in 
certain individuals. This would lead to a lower incidence of pathology in 
some cannabis-using groups than in comparable members of the general 
population. This interesting hypothesis has not been adequately tested, 
although cannabis has been used as a tranquilizer in many cultures. 


The clinician, in treating cases of concomitant drug use and psychological 
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disorder, is left in a very perplexing position. Armed with diagnostic and 
therapeutic concepts and techniques which are of questionable reliability and 
validity in even traditional non-drug cases, he must attempt to untangle the 
undoubtedly intricate and multi-dimensional causal and predisposing factors. 
It is clear that highly systematic and carefully controlled clinical research will 
be necessary to partial out causal variables, since there is no evidence so far 
that cannabis produces an easily-identifiable chronic condition of 
psychopathology. If such chronic conditions exist, they are likely to be shaped 
as much by the prior personality of the individual as by the specific 
pharmacological effects of the drug. It is unlikely that important questions 
will be answered by more anecdotal clinical reports of psychopathology or 
personality change coincident with cannabis use in ill-defined sub-groups of 
patients, especially in the present emotionally-charged atmosphere in North 
America. However, accurate clinical reports, put into proper population 
context, can provide valuable clues for subsequent systematic study. 


AGGRESSION, VIOLENCE AND CRIME 


Opinions in the literature on the relationship between cannabis and 
aggression, violence and crime are varied and contradictory. Laboratory 
studies of the acute effects of cannabis on human beings indicate that 
aggression and violence, at least under controlled conditions, are rare. Most 
investigators report a quieting or tranquilizing effect, although significant 
changes in behaviour are ordinarily difficult to detect at normal doses. No 
tendency towards aggression or violence was seen in connection with 
cannabis in any of the Commission experiments or social research. In a recent 
study, cannabis was much less likely than alcohol to produce signs of 
aggressiveness in a group of regular users of both drugs.’* In addition, no 
signs of cannabis caused aggression were seen in the Addiction Research 


. ° 


Foundation’s sub-chronic experimental study of daily marijuana seas 


In Blum’s survey of cannabis users, very few instances of aggression or 
fighting were noted, even though the subjects were willing to acknowledge 
other negative aspects of cannabis use.’ One exceptional report from South 
Africa in 1938, where cannabis was given to a group of psychotic patients, 
noted that some of these individuals became irritable, excited and 
assaultive.”” 


In rodents, cannabis usually decreases aggressiveness and fighting, even at 
doses which do not produce marked sedation, although under some unusual 
conditions (extreme cold, or starvation, for example) and severe chronic drug 
administration regimes some increase in fighting has been noted) er 
Cannabis has also been shown to reduce aggressiveness in monkeys.” 
Generalizations which can be made from these animal studies to humans are, 
of course, limited. 


Many of the Eastern studies discussed in the section under adverse 
psychological reactions, describe occasional impulsive anti-social or violent 
acts in certain chronic cannabis users. Most often, such behaviour is 
associated with acute psychotic reactions, usually in severely disturbed 
individuals. The incidence of such behaviour in even chronic cannabis users 
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is reportedly very low. On the other hand, Eastern observers often report a 
high incidence of petty crime among certain chronic users in the lower strata 
of society. 


The Indian Hemp Drugs Commission Report (1893-94) concluded: 


In respect to his relations with society, however, even the excessive consumer of 
hemp drugs is ordinarily inoffensive. His excesses may indeed bring him to 
degraded poverty which may lead him to dishonest practices; and occasionaly, 
but apparently very rarely indeed, excessive indulgence in hemp drugs may lead 
to violent crime. But for all practical purposes it may be laid down that there is 
little or no connection between the use of hemp drugs and crime.’” [P. 264] 


A book by P.O. Wolff, Marihuana in Latin America: the Threat It 
Constitutes, published in 1949, is often noted in discussions of cannabis and 
crime.°” In a critical review of the monograph, O.J. Kalant has pointed out 
that Wolff's report: 


..1S primarily a diatribe against marihuana....The book is practically devoid of 
hard data. The material presented consists mainly of conclusions and opinions of 
various authors, and of anecdotal examples of one sort or another.’ [P. 25] 


Other investigators have come to similar conclusions regarding Wolff’s 
report,****' and it would appear that it provides little scientifically 
documented evidence regarding the alleged association between cannabis and 
crime. 


Gardikas reviewed 379 cases selected from among persons who had been 
arrested for the public use of hashish in Greece from 1919-1950.%* Nearly 
one-half of the individuals described had previous criminal records, and of 
the remainder, almost two-thirds were later arrested for non-drug criminal 
offences. Many were noted as “habitual criminals” by the police only after 
they had first been arrested for hashish use. The investigator attributes much 
of the later criminal behaviour to the use of hashish, but many other 
potentially important causal factors were not explored. Although a correlation 
between hashish arrests and other criminal records existed in the group 
described, a causal relationship was not documented, and methodological 
limitations in the study prevent extrapolation to the population of Greek 
cannabis users in general.*?*' 


Chopra suggests that cannabis use may actually reduce the occurrence of 
violent crime and aggression by decreasing general activity.'”'*’ In a recent 
report from Egypt, Soueif indicated that persons imprisoned for cannabis 
offences had a significantly lower frequency of non-drug criminal offences 
than did non-hashish-using prisoners. In addition, among all those with such 
criminal records, non-users exceeded users in the frequency of crimes 
committed.”** 


Although opinions are mixed, in general, reports from Eastern and non- 
industrial countries indicate that cannabis is not a significant cause of serious 
crime or violence, and is much less of a problem in this regard than is 
alCONG Nay eine ae ees ee Ue ceCen tay LO Teo) Unotcss 


A revealing way to assess the contribution of cannabis to crime and violence is 
through a comparision with alcohol. The latter provides an established base-line, 
both from everyday experience and from reliable statistics. On the basis of such 
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comparisons, most authors are of the opinion that alcohol is much more closely 
associated with aggression and violence than is cannabis.°” [P. 32] 


Violent crimes associated with acute psychotic reactions to cannabis are 
rarely reported in the North American scientific literature, although 
anecdotal stories have appeared in the popular press. As discussed earlier, 
recent reports of United States military personnel in Vietnam indicate that 
violent behaviour does occur during acute panic reactions in some soldiers 
under those conditions, although cannabis does not seem to contribute 
significantly to crime in the military (see earlier sections on Adverse 
Reactions).*”" 19,201,202,213,401,561,597 


Bromberg’s studies were among the first systematic investigations of 
cannabis and crime in the North American literature. Although some 
correlation was observed between cannabis use and minor offences, no cases 
of murder or sexual crime due to cannabis were established. Bromberg 
concluded that there was no relationship between marijuana use and violent 
crime and challenged the validity of inaccurate case reports released to the 
general press by the United States Bureau of Narcotics.****” Some of these 
cases were later presented again by Munch,*” and these reports have recently 
been critically reviewed by Kaplan”! and Goode. 


Blumer reported that marijuana-using juveniles were much less likely to be 
involved in anti-social and criminal behaviour than groups who preferred 
alcohol. He also indicated a tendency for delinquent activities to decrease as 
individuals shifted from alcohol-preferring groups to the marijuana 
subculture. On the other hand, Blumer also points out that some delinquents 
in his study used marijuana to ease anxiety and to fortify themselves for 
premeditated criminal acts.°! Other drugs including amphetamines, 
barbiturates and alcohol are also commonly used for this purpose. 


The 1969 Woodstock Music Festival is often noted in discussions of 
cannabis and aggression. Cannabis was reportedly used by the vast majority 
of the nearly one-half million participants. Police indicate that no fighting or 
violent behaviour was detected.’ The significance of this happening, of 
course, is difficult to interpret because of the unique set and setting associated 
with the event. Other such festivals have not been as peaceful. 


Some statistical studies in the past literature have shown a correlation 
between cannabis use and other minor criminal behaviour. Many reports of 
drugs and crime have included drug offences in with other violations and the 
data are, consequently, difficult to interpret. Reports of cannabis consumption 
among criminals, and the incidence of other crime among individuals 
arrested for drug offences, also suggest some statistical relationship. A causal 
effect has not been demonstrated, however, and a number of important 
psychological and socio-economic variables complicate the interpretation of 
these data. 


Goode studied 204 New York cannabis users from different backgrounds 
and occupations. Many were middle-class and nine had been arrested on 
marijuana charges. The overall arrest frequency in this sample was similar to 
the national average, but no matched control group was studied. The most 
frequent violation noted (over one-third) was associated with non-violent 
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picketing or demonstrating. No other single violation occurred more than a 
few times in the arrest list. There was no correlation between levels of 
marijuana use and arrests. That is, frequent users were apprehended for 
crimes no more or less often than infrequent users. Goode also critically 
reviewed the scientific literature and law enforcement reports pertaining to 
the alleged criminogenic effects of cannabis and concluded that, “All ‘studies’ 
which claim to establish a causal link, upon close scrutiny, simply do not 
observe even the most elemental rules of rigorous empirical proof.” 


The briefs presented to the Commission by the Royal Canadian Mounted 
Police and the Solicitor-General’s department dealt at considerable length 
with the alleged association of illegal drug use and criminal behaviour in 
Canada.’ It was suggested that the use of drugs such as cannabis is, or will 
be, related to subsequent non-drug criminal activity. Of 239 cases during 
1969 and 1970 relating drugs and other crime, provided to the Commission 
by the R.C.M. Police, 72 involved cannabis alone. (Alcohol-related crimes are 
generally not recorded.) Five of the 239 cases note crimes committed under 
the influence of cannabis—two crimes of violence, three crimes against 
property. An additional 33 cases report convictions for possession of 
cannabis, where the accused had prior records for other crimes. Another 16 
cases involved persons arrested for non-drug crimes, but who were found to 
be in possession of cannabis at the time of their arrest. Six persons told police 
they committed property crimes in order to obtain cannabis, and another 
three, charged with non-drug crimes, admitted to the prior use of cannabis. 
Nine cases involved crimes of violence in connection with trafficking in 
cannabis. Reports of violence within the illicit drug market in Canada have 
been received by the Commission from other sources also, and similar 
examples were discussed by Cooper.'*’ Apart from these few isolated cases, 
the R.C.M. Police said that even though they “...lack evidence of crime 
committed in Canada by cannabis users”’ such data is available from other 
societies. We have been unable to find scientific documentation of a 
criminogenic effect in the international literature. 


Major governmental inquiries around the world for three-quarters of a 
century have come to generally similar conclusions regarding the lack of a 
causal relationship between cannabis use and major crime.2°77'9771-7,094.03,078 


There is no scientific evidence that cannabis use, itself, is significantly 
responsible for the commission of other forms of criminal behaviour. While 
individuals with a delinquent or anti-social background have, in the past, 
apparently been more likely to use cannabis than other individuals, the social 
situation has changed rapidly in North America. Few crimes committed 
under the influence of cannabis have been adequately documented, and a 
causal relationship between the use of the drug and other illegal behaviour 
has not been established. It may well be that an individual who 1s inclined to 
commit one illegal act (for example, a drug offence) may also be more likely 
than average to transgress in other areas as well. Some observers feel that the 
lessening of inhibitions often reported with cannabis use might, in certain 
predisposed individuals, increase the likelihood of anti-social behaviour. In 
addition, some criminal individuals might use cannabis or other drugs to 
lessen anxiety and give courage before a premeditated illegal venture. 
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Aggression may occur as a component of an acute adverse reaction in some 
instances, but such cases are apparently rare. 


PHYSIOLOGICAL EFFECTS 


Acute Effects 


The short-term physiological effects of a typical cannabis dose on normal 
persons are generally quite benign, and are apparently of little clinical 
significance. Perhaps the most commonly reported physiological response to 
cannabis is a dose-related increase in heart pulse rate. In Commission 
experiments, a dose producing effects generally within the range of the 
subjects’ past experience reliably increased pulse rate by more than one-third. 
A slight increase in systolic blood pressure was also seen at the higher dose. 
These cardio-vascular effects disappeared within a few hours. Other studies in 
the literature have been inconsistent with respect to blood pressure effects— 
some investigators report an increase with cannabis, while others found no 
change or a slight decrease.*47°°°'™%° Synthetic THC-like compounds 
have been shown to produce major reductions in blood pressure in some 
species.” Changes in the electrocardiogram are reportedly minimal for 
normal subjects.*4!* Subjects with cardiac abnormalities have not been 
studied, however. Marijuana may reduce the typical heart rate response to 
breath inhalation or coughing.””” 


Cannabis reliably induces a swelling of the minor conjunctival blood 
vessels in the membranes around the eye, producing a slight “blood-shot’ 
appearance (termed conjunctival congestion) similar to that seen with 
alcohol2” This finding was confirmed in Commission studies. (This effect 
may be, at least in part, a secondary consequence of local irritation resulting 
from an inhibition of tear glands and subsequent drying of the eye, but is not 
caused by direct smoke irritation.) No corresponding retinal vascular change 
has been observed within the eye,'*”° and the clinical significance of the 
conjunctival effect is probably minimal. A significant decrease in finger 
temperature in a Commission experiment suggests a slight constriction of 
minor blood vessels in the skin,“ although this latter vascular response has 
not been directly verified. Slight edema or puffing around the eyes sometimes 
occurs.'*'55 Contrary to popular belief, there is no evidence of pupil dilation 
with cannabis, and recent controlled studies have detected no change or a 
slight pupillary constriction.'°’®?""! A reduction in intraocular (within the 
eye) fluid pressure has been reported with marijuana and may have 
therapeutic significance.” 


Salivation was significantly decreased by cannabis in a Commission 
experiment, even with low doses.” There are occasional reports by users of 
initially stimulated saliva secretion, followed by a drying of the mouth, throat 
and nasal passages, but this bi-phasic response has not been verified in the 
laboratory. Minor effects on skin conductance and sweat gland activity were 
inconsistent both in Commission experiments”'“”°"* and other studies.°“"'"” 
Cannabis may stimulate urination,'°*” but such an effect has not been 
clarified. No consistent changes in blood sugar functions have been 
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reported .'01777?7779.$°! Appetite is usually stimulated, but perhaps not as 
universally as commonly believed,*'***’”®’ and changes in hunger with the 
drug seem unrelated to blood glucose. Cannabis has not been reported to 
produce any significant changes in general hormone or blood biochemistry in 
man, except indirectly by eliciting general signs of arousal or activation in 
some instances.”**??"’°”? Acute use of cannabis does not seem to affect kidney 
or liver function or alter basal metabolism.“’ No substantial changes in 
respiration have been noted with acute use,””°**°!” nor have significant 
alterations in deep tendon reflex and other simple nerve functions been 
observed in humans.”**”’’*’’ High doses in rats may increase DNA content in 
brain tissues.''* THC may lower body temperature slightly in humans,” and 
large doses produce significant temperature reduction in animals.” 


The acute effects of cannabis administration on the electroencephalogram 
(EEG) are slight at ‘social’ doses and are generally considered to be of little 
clinical significance.'"”°°*°*""! Changes in sleeping EEG’s (including REM 
phases) have not been clearly established, and existing reports are 
contradictory.’’*°”°"* Cannabis slightly alters the electrocortical visual 
evoked response in a way which suggests some increased reactivity or arousal 
effect.°'' In a Commission experiment, enhanced two-flash visual 
discrimination also suggests some neuro-physiological (perhaps cortical) 
activation with the drug.™ Much higher doses in monkeys, however, produce 
changes which seem to reflect an ultimate depressant action.” 


The effects of cannabis on neurohumoral transmitters is unclear. Existing 
studies are conflicting, but it appears that there is some alteration in brain 
concentration of catecholamines, serotonin and other neurochemicals in most 
of “thevanimals “studied? IQ Oo" see i Them sionificances © aaemveare 
changes is ambiguous, but information in this area is increasing at a 
considerable rate. 


Ling and associates reported that daily administration of THC to rats (for 
four days) failed to produce significant effects on general adrenal and 
gonadal activity, except at very high doses. However, an involution of the 
thymus gland was observed, which was similar to that produced by stress.” 


Muscle strength seems to decrease with higher doses of cannabis. In 
Commission research the upper dose produced no change in maximum 
momentary strength of hand grip, but a one-minute sustained finger grip task 
showed a decrement, even five hours after smoking. Similar effects have 
been observed by others at higher doses.”**“’°’ Singh recently found no effect 
on acute muscle strength, but reported some evidence of reduced efficiency of 
work on a bicycle ergometer after marijuana, thus supporting the results of 
a 1901 study.'* Paradoxically, the use of cannabis to reduce fatigue during 
hard physical labour has been noted in several non-industrial 
countries.°%/#!2%29272t°hThe* effects of the drug’ under normaleiapoan 
conditions have not been systematically studied. 


Recently declassified United States Army research (with synthetic forms of 
THC and related analogues) has shown that some cannabinoids possess 
significant hypnotic, anaesthetic, anti-convulsant, anti-hypertensive and 
temperature-reducing effects of possible therapeutic potential.'!°’**?°* 
Controlled clinical trials in humans have yet to be completed, however. 
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Severe acute gastrointestinal disturbances rarely occur with smoked 
cannabis, although nausea is not uncommon when inordinately high doses 
are taken, especially orally, or when anxiety is associated with MSC daeiy eae ie 
Headache, numbing, vomiting, cramps, diarrhoea or constipation have also 
been noted in the clinical literature. In some instances, lack of co-ordination, 
ataxia and tremors have been observed, and chest pains, dizziness and 
fainting have occasionally been noted, usually with large doses.” High 
doses can also induce sleep, and drowsiness a few hours after administration 
is not uncommon, even with smaller quantities. Physiological hangover effects 
analogous to those produced by alcohol have been described in some persons, 
but are apparently rare, even after considerable intoxication. Some persons 
report that they feel more refreshed than usual the next day. More commonly, 
either no effects or a slight feeling of heaviness and lack of energy may be 


present the ‘morning after 70774 48 ,249,407,415,436,438,440,670 


Individual case reports of cannabis-precipitated diabetes and epileptic 
reaction have appeared.”**** These suggestions seem somewhat paradoxical 
in light of the numerous reports of the anti-convulsant properties of 
cannabinoids, and the lack of consistent effects on the blood-sugar functions 
with the drug. 


In the past few years, there have been conflicting reports that large 
quantities of cannabis extract injected into pregnant females of certain strains 
of rodents can affect litter size or may cause abnormalities in the 
offspring.*?'7?!*4°8 These disparate results cannot be easily generalized to 
other species and give little information regarding human effects. At this 
time, there is no scientific evidence that cannabis adversely affects the human 
foetus, although it may cross the placental barrier in pregnant women, as it 
does in the animals studied. Existing studies have not found cannabis-induced 
chromosome abnormalities in vitro,°°**** in human cannabis users!° or in 
monkeys treated with cannabinoids.” 


Cannabis has exceptionally low lethal toxicity. Few, if any, human deaths 
have been caused directly by cannabis overdose. Although several isolated 
deaths were attributed to cannabis in the older literature, >! these cases were 
not clearly documented, and the actual role of cannabis in the fatalities is 
ambiguous and has been questioned." Recently, a death was 
attributed to cannabis overdose in an individual in Belgium.’ Cannabinoids 
were reportedly found in the body on autopsy, and no other cause of death 
could be determined. Even this one case has been challenged’”*** and given 
the international attention it has received, it may, if valid, be considered “the 
exception which proves the rule’. A near-fatal case in which a young man 
attempted to commit suicide by ingesting massive quantities of hashish has 
also recently received wide publicity.” In spite of his considerable effort, he 
was unsuccessful and has fully recovered. Lewis has reported a fatality 
allegedly caused by distention of the bowel during a prolonged bout of gross 
overeating under the acute influence of cannabis.’ 


Recently, there have been several reports of non-fatal acute physiological 
reaction to intravenous self-injection of ‘home-made’ marijuana extract. 
Severe body tremors, chills, fever, tachycardia, nausea, cramps, vomiting, 
diarrhoea, muscle aches and a variety of temporary systemic disruptions were 
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noted.?!*°°!?*43°"? These effects are probably not specific to cannabinoids, but 
likely reflect a general response to a variety of insoluble foreign compounds 
in the crude concoctions. Fortunately, instances of such use appear to be few, 
and only one case has been reported in Canada.*” 


From the point of view of lethal toxicity, cannabis must be considered one 
of the safest drugs in either medical or non-medical use today. It is possible, 
however, that cannabis may interact with other drugs taken concomitantly 
(for example, alcohol, barbiturates or opiate narcotics) and enhance their 
toxicity. (See later section on Cannabis and Other Drugs.) 


In summary, at typical doses of cannabis use, few acute physiological effects 
have been detected. Those which have been identified generally seem to have 
little clinical significance. Even at relatively high doses, few substantial 
physiological changes occur. Overall, it would appear that increased heart 
rate, a slight reddening of the eye, and decreased salivation are the most 
consistent and reliable objective physiological measures of acute THC, 
marijuana and hashish use. A statistical combination of just these three 
variables was extremely efficient in differentiating various THC doses 
administered in Commission research.™ 


Chronic Physical Effects 


There is little reliable information on the long-term physiological effects of 
cannabis use. There are numerous reports from Eastern countries of chronic 
ill health among very heavy long-term users of hashish.'°??“?° Most 
commonly reported are minor bronchial, respiratory and gastrointestinal 
ailments. A chronic dementia has been alluded to in some heavy hashish users 
in the East. As discussed in more detail in the section on psychological 
adverse reactions, the majority of the Eastern studies have no control group 
of comparable non-users for a reference standard, and clinical findings are 
usually confounded with a variety of social, economic, nutritional, hygienic 
and cultural factors, which are not easily separated. Reports are rarely 
documented with electrophysiological or autopsy data. The 1971 WHO 
technical report on cannabis notes: 


It is questionable whether weight loss, emaciation, anaemia, constipation, etc., 
which have been reported to be associated with cannabis smoking in India, are 
due to the drug or to poverty, poor nutritional status, and intercurrent infections. 
Studies in the USA, have, by and large, failed to show any significant physical 
deterioration after an average of 7-8 years of marihuana use.°’* [P. 26] 


Furthermore, in most non-industrial societies, cannabis is almost invariably 
smoked with large amounts of crude tobacco, and occasionally other drugs, 
and the separate effects of the various substances cannot be easily isolated. 
Perhaps the only chronic physical effect of cannabis use which has been 
established from these reports is a condition of persistant conjunctival 
congestion in some users, analogous to the swelling of the minor conjunctival 
blood vessels around the eye seen in acute use. Both the etiology and clinical 
significance of this effect are as yet unclear. 


Considerable concern has been expressed that the chronic smoking of 
cannabis might have cancer-producing effects similar to those now attributed 
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to tobacco. Although considerable variability exists among samples, it appears 
that the tar yield from crude marijuana may be comparable to that of 
commercial tobacco cigarettes.'”!°'*** One study with mice indicated that 
tobacco and cannabis tar condensates had similar deleterious effects on mouse 
skin. The investigators stressed, however, that the findings do not indicate 
that marijuana is carcinogenic in the mouse or in man.” In another mouse 
experiment, adverse effects of marijuana smoke were demonstrated on the 
cells of the respiratory tract. In a recent human study, microscopic analysis 
of the lining of the lung detected cellular changes in a sample of eight daily 
marijuana users somewhat similar to those seen in a group of subjects who 
only smoked tobacco.**** Epithelial abnormalities were found in the trachea 
of six heavy hashish smokers in another report.” 


Even if tobacco and cannabis were shown to be equally carcinogenic on a 
weight basis, significant differences in patterns of use would prevent clear 
comparisons of the cancer-producing potential of these drugs. The present 
common pattern of regular cannabis use in North America is more analogous 
to intermittent social alcohol use than to the picture of chronic daily smoking 
presented by regular tobacco users. Clear exceptions to this pattern exist, of 
course, and may become more common in North America in the future. 
Regular tobacco smokers generally consume much greater quantities of plant 
material than do chronic cannabis users. The deep inhalation and long 
retention smoking techniques usually used with cannabis in North America 
may add complications, since this practice usually results in almost complete 
retention of all smoke particles in the lungs, as well as the absorption of the 
desired active compounds. The adverse effects of the various (mostly non- 
psychotropic) substances in the smoke are not clear. In non-industrial 
countries the technique of cannabis inhalation is more similar to that 
regularly used with tobacco, and exaggerated inhalation and retention is not 
so common. 


Tennant and associates reported on 31 military patients who smoked 
“enormous quantities” of hashish. Irritation of the respiratory tract appeared 
to be responsible for frequent ailments including bronchitis, sinusitis, asthma, 
rhinopharyngitis and uvular edema. There was also a high incidence of acne 
reported and some gastrointestinal disorders in a few patients.” Later, 
“below normal” vital lung capacity was also seen in similar patients. 
Although most of the individuals observed smoked tobacco as well as 
cannabis, the authors submit that the excessive use of hashish was primarily 
responsible for the conditions described.©! Similar observations have been 
made with respect to chronic hashish smokers in Greece.” 


Various isolated studies have suggested other possible physiological 
problems associated with chronic cannabis use. Although the role of cannabis 
in producing the effects has not been well-established in these reports, they 
indicate important areas for future research attention. One Moroccan paper 
reported arteritis in a number of cannabis smokers who consumed 10 to 15 
pipe-fulls per day.*’ Miras has made similar clinical observations in 
Greece” Bowman found no evidence of altered tonic or phasic heart rate in 
chronic cannabis users in Jamaica.” 


Kew reported eight marijuana users who showed some liver dysfunction. 
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Although these subjects had used other drugs, they “had not taken 
intravenous drugs or used alcohol to excess”.*** Hochman and Brill studied 50 
regular marijuana users in California with a mean duration of use of seven 
years. None of these subjects had a clinical history suggesting liver 
dysfunction. In the ten showing evidence of disturbed liver function in 
laboratory tests, the abnormalities were related to concurrent heavy alcohol 
use and were minimized by alcohol abstinence. There was no relationship 
between length of marijuana use and liver function.”” Tennant and associates 
found no abnormalities in liver-function studies of 31 patients who were 
extremely heavy users of hashish.” 


Oki and Sisson have released some preliminary figures from the Addiction 
Research Foundation multi-disciplinary study of 200 regular cannabis users 
in Ontario. The average age of the subjects was 22 (range: 15-42) and 
average duration of marijuana use was 2.7 years (range: 1-20). Almost all of 
the subjects used alcohol and tobacco; more than one-half had tried LSD and 
‘speed’; and one-third had tried opiate narcotics. This frequent use of other 
drugs, as well as the absence of a comparable matched control group limits 
some of the conclusions that can be drawn from the study. Certain of the 
findings are relatively straightforward, others are not so easy to interpret. 
Compared to what might be expected in a similar non-cannabis using 
population, these subjects showed no indication of significantly increased 
incidence of disorders of the gastrointestinal tract, liver, kidney, spleen, or 
gall bladder; no dysfunction of the thyroid, parathyroid or other endocrine 
glands; and no blood cell abnormalities. Peripheral vascular disorders were 
rare and there was little evidence of cardiac conditions with the exception of 
some tachycardia and elevated blood pressure in a few subjects. Most had no 
bronchial, respiratory or asthmatic disorders, but 15% had some difficulties in 
this area. About one-fifth had acne, but this may not be too unusual for this 
age group. About one-half showed some conjunctival congestion (slight 
reddening of the eyes). The data on central nervous system function are 
somewhat ambiguous, but no clear indication of cannabis-related pathology 
appears. In this study, some subjects had not been abstinent for more than a 
few hours when the physical examination was carried out. Therefore, some of 
the conditions observed (especially cardiovascular and conjunctival) may 
have been residual reactions to acute intoxication. ** 


In the continuing Addiction Research Foundation experimental cannabis 
program discussed earlier (see also Annex B) a variety of specific 
physiological measures were taken at regular intervals over a several-month 
period during which subjects (living on the hospital ward) smoked various 
doses of marijuana daily.“ In addition to general physical examinations, 
particular attention was given to EEG, to heart, liver and kidney function, 
and to a number of blood chemistry measures. Although these studies are not 
yet complete, some preliminary and tentative observations have been made. 
No evidence of physiological damage or medical complications from 
marijuana smoking has been detected in the program. Analysis based on 
visual examination of EEG records did not yield evidence of any significant 
change in brain wave patterns, but more comprehensive analyses are still in 
progress. Electrocardiogram (ECG) records showed some transitory changes 
in heart function, but chronic effects were not considered likely. There were 
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strong indications that the acute rise in pulse rate, which is a characteristic 
short-term effect of cannabis use, tends to be progressively less pronounced 
over several weeks of testing, even when doses are increased over time. No 
major changes in general sleep patterns were observed. Many aspects of the 
physiological data are still undergoing analysis. It should be restated that this 
program provides tentative information on the effects of daily administration 
of various doses of marijuana for periods of weeks or months. To this extent, 
chronic effects have been investigated, but the program was not intended to 
provide a simple basis for predicting possible consequences of many years of 
regular cannabis use. There may be some long-term effects which are not 
detectable until after a more prolonged period of heavy use than was studied 
here. 


Reports of the effects of chronic cannabis use on the electroencephalogram 
(EEG) have been inconsistent. In the La Guardia report some abnormal 
EEGs were noted in regular users, but no overall consistent pattern was seen. 
The investigators concluded that these and other subjects examined “had 
suffered no mental or physical deterioration as a result of the use of the 
drug”.”’ Freedman and Rockmore came to a similar conclusion after 
examining over 300 long-term users in the army.”'’? Williams and 
associates’ study of sub-chronic high dose daily cannabis use indicated little 
significant EEG change. The minor alterations seen in some cases 
disappeared after the drug was discontinued.*” Miras has reported several 
isolated cases of abnormal EEGs in heavy chronic hashish users in Greece, 
although no systematic controlled studies were done.” 


Lundell has examined a number of multi-drug-using youths, and reports 
having found psychometric evidence of an organic brain syndrome in some 
of these individuals. Ebel studied 100 “hard core’? multiple-drug-using 
adolescents in Germany. Three took only hashish and sixty-eight used 
hashish and LSD. The remainder used a variety of drugs intravenously— 
mostly opiate narcotics. In eighty subjects, abnormal EEGs were found which 


the investigators felt were the result of “direct drug damage”’.'"’ 


In a recent British study, some signs of brain atrophy were reported in a 
small group of chronic users of cannabis and, often, ‘speed’ and LSD. As 
the journal editors indicate, causal factors in this study are undetermined and 
many important variables remain to be explored.” This paper has already 
stimulated considerable controversy in scientific and clinical cir- 
cles .2100101,348,466,492,538,577,592.668 Although many researchers have been critical of 
certain aspects of the report’s general methodology and conclusions, because 
of the serious nature of the neurological conditions suggested, careful 
controlled exploration of these possible drug effects should be given high 
priority, both in studies of human chronic users and primate animals. 


In Alberta, Campbell found more abnormal EEGs in 22 cannabis users 
than in schizophrenic and neurological patients. Some of the cannabis 
smokers had used other psychotropic drugs, but this apparently did not 
correlate with the EEG readings.” While in certain cases the EEG patterns 
observed in this study may have been a transient result of acute intoxication, 
it is unlikely that such effects could provide a complete explanation. 


In a recent preliminary report of a controlled study of 31 chronic daily 
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hashish smokers in Greece, researchers found no indication of cannabis- 
related EEG abnormalities. These subjects had been using several grams of 
hashish per day for an average of 27 years. They were all employed and 
displayed no gross behaviour disorders. The study is continuing and final 
conclusions have not been drawn.'” In a controlled study of behavioural 
functioning, Bowman found no psychometric evidence of neurological 
disorder in 30 long-term heavy marijuana users in Jamaica.” Another study 
of chronic ganja users in Jamaica is nearing completion, but no data have yet 
been released.” A systematic study of a variety of measures, including EEG, 
is currently being carried out on a group of cannabis-using young people in 
Texas.’ No conclusive data are yet available from this study. 


As noted earlier, chronic dementia, possibly reflecting an organic brain 
syndrome, has been described in a small proportion of chronic heavy hashish 
users in the East, although such reports have not been accompanied by 
adequate neurological or EEG data, or post mortem examinations, and no 
control groups have been employed. We have not yet been able to find any 
such cases scientifically documented in the Western literature. There are, 
however, a number of clinicians in North America who have suggested an 
organic quality in certain behavioural syndromes which seem to be associated 
with chronic cannabis use in some individuals." 


The physiological and behavioural significance of the EEG patterns 
suggested in some of the above studies has yet to be determined. Controlled 
neurological research with chronic cannabis users is clearly indicated as a 
high priority research area. On balance, the existing evidence suggests that 
cannabis use does not generally result in serious neurological disorder. 


Neurotoxicity to enormous daily quantities of cannabis, administered for 
weeks, has been demonstrated in animals, with rats being more sensitive than 
monkeys in this respect.***®° The lowest of the doses used in these studies was 
approximately one hundred times the typical acute human dose. A cat study 
employing even larger doses showed EEG changes which persisted for weeks 
after discontinuation of the drug.’ The usual difficulties with generalizing 
from animal experiments to humans are complicated further by the massive 
doses involved in these studies. This work should be extended to primates 
with more relevant drug quantities. 


As noted earlier, there is no evidence that chronic cannabis consumption 
damages chromosomes or has other genetic effects in humans.'**° Further 
evidence from a major study in Jamaica will soon be released.” 


In summary, the evidence as to the physiological effects of chronic use of 
cannabis is limited, varied, and conflicting. Modern, controlled studies are 
relatively recent and several are now in progress. Although no major effects 
have been established, existing information provides cause for concern in 
several areas. Respiratory and bronchial disorders will probably result from 
heavy chronic smoking of many crude substances and cannabis seems to be 
no exception. Whether or not carcinogenic effects might be involved has not 
been determined. The evidence on neurotoxicity is conflicting: while there 
appears to be no indication of neurological dysfunction with moderate use, 
the effects of heavy chronic cannabis consumption have not been clarified. 
Liver dysfunction has been suggested in some reports, but the bulk of the 
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evidence indicates that this is probably not a major risk. Effects on foetal 
development have been demonstrated in some strains of rodents but not in 
others, and there is currently no evidence that cannabis damages 
chromosomes or produces teratogenic effects in humans. Until f urther 
information is available, however, the use of cannabis, and most other drugs, 
should be avoided by pregnant women. Chronic cannabis use may produce a 
persistant ‘blood-shot’ eye appearance in some users, but this effect may be of 
aesthetic importance only. 


TOLERANCE AND DEPENDENCE 


Tolerance 


Tolerance is said to develop when the response to the same dose of a drug 
decreases with repeated use. Gross tolerance to the major effects of cannabis 
does not ordinarily occur in humans with moderate or intermittent use, but 
there are many subtle aspects of this topic which have yet to be clarified. 
Although there is little tendency for intermittent users to increase dose, 
certain cannabis effects may be modified by repeated experience with the 
drug, and there is growing evidence that some tolerance develops with 
chronic use. It should be noted that the concepts of tolerance and dose increase 
are often mistakenly used interchangeably, when one does not necessarily 
imply the other. Tolerance may develop to the various effects of a drug at 
different rates and to different degrees. Self-administration of increased doses 
would not ordinarily be expected unless tolerance had developed to those 
specific aspects of the drug reaction which were reinforcing or rewarding its 
use. Tolerance or adaptation to some effects of a drug might occur 
independently from those responses which are sought by the user. 


Many investigators have observed that in some individuals there appears to 
be a “reverse tolerance”, or “sensitization” after initial use.*'**™ SBS IP SLE GS) 
In other words, smaller doses may produce the desired effects after the person 
has become familiar with the use of the drug. Many individuals reportedly 
experience little or no effect the first time they smoke cannabis. On the other 
hand, some persons appear to be extremely sensitive to the effects of cannabis 
from the first exposure, and may initially experience intense, ornate, and 
perhaps frightening reactions which are’ tarely, if “ever, equalled with 
subsequent use. It is uncertain whether the alleged sensitization effect often 
reported is due to an initially poor smoking technique, some learning, 
conditioning, or psychological adaptation process (see previous discussion of 
Becker’s work??”), the induction of enzymes producing an active metabolite, 
an accumulation of cannabinoids in the body over time, some molecular 
pharmacological receptor sensitization, or perhaps a combination of these. 
The actual nature of the change in response to cannabis which apparently 
occurs early after initial use has not been well documented or studied under 
controlled laboratory conditions. 


As noted in an earlier section, the production of a psychoactive metabolite 
from a small quantity of injected THC has been demonstrated in humans. 
Mechoulam has suggested that THC metabolites may be responsible for the 
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major effects of cannabis in humans, and that the efficiency of enzymatic 
formation of the active compounds from THC in the body may be enhanced 
by a cannabis-induced increase in production of the appropriate enzymes.” 
Such an effect might result in a subsequent increase in response to THC or, 
alternatively, it might also increase the rate of further metabolism and 
subsequent de-activation of primary active metabolites and reduce the overall 
reaction. 


It has recently been demonstrated, using radio-active tracer techniques, that 
certain metabolites of THC may remain in the body in significant quantities 
for several days, or longer, after use.*®°*' The possible role of this retention 
and possible accumulation of metabolites in the development of either 
sensitization or tolerance is unclear. 


Several experiments have shown that experienced or heavy cannabis users 
may exhibit smaller reactions on certain physiological, behavioural and 
psychological measures than do novices or light users with standard 
doses ;70°407:430.431,436.60 but others have not found such a difference.” There is 
evidence in Commission experiments of a complex relationship between the 
frequency of cannabis use and the overall response to marijuana, THC and 
placebo in the laboratory. Preliminary analysis suggests that drug reactions 
on some measures are significantly negatively correlated with frequency of 
use, while other variables exhibit no relationship and, in a few instances, 
greater responses occurred in the more frequent users. Further detailed 
analyses of these relationships are underway. 


Some investigators have reported that regular users learn to direct or 
control some of the psychological and behavioural effects of cannabis while 
subjectively ‘high’, and may be able to perform a variety of behavioural or 
psychological tasks better than non-users given the same dose. Experience 
with the task while ‘high’ also apparently reduces drug-induced impairment. 
This would suggest that some sort of differential selective adaptation or 
tolerance may develop to some of the initially disrupting effects. Such an 
occurrence might reflect, in part, a behavioural adaptation to initially novel, 
distracting or disturbing stimulus aspects, rather than a direct physical 
tolerance. This notion is supported by the observation that the differential 
response to the drug by experienced users has been noted even after long 
periods of abstinence.’ An alteration in response which persists long after 
drug use is not a characteristic of “classical tolerance”’ and suggests that some 
learning factor is involved. Some users report that if they stay ‘high’ for 
several days in a row, the drug experience loses much of its freshness and 
clarity and, consequently, they prefer occasional use. Also, some regular users 
claim that certain subjective aspects of their typical ‘high’ have changed over 
several years of use.***** Intermittent users apparently remain sensitive to 
the reinforcing or rewarding effects of the drug, since there is generally no 
marked inclination for them to increase dosage. On the other hand, Jones 
reported that chronic users show a reduced response on subjective ratings, as 
well as on some physiological measures, when compared to infrequent 
users.” Other investigators have not found evidence of a diminished ‘high’ 
in regular users.” 


Only a few direct experimental studies of chronic cannabis use and 
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tolerance in humans have been conducted. Williams and associates observed 
marijuana consumption in a group of prisoners given free access to the drug 
in a laboratory for over a month. Generally, large amounts were taken from 
the beginning and there was a small but gradual increase in the amount of 
marijuana consumed over time, and some change in the characteristic 
subjective and physiological effects were noted.®” Since no control group was 
included, certain aspects of this study are difficult to interpret. In a study in 
progress, Dornbush has found preliminary evidence of a reduced heart pulse 
rate response and perhaps some adaptation in cognitive function with daily 
use of a standard dose of marijuana, as compared to the initial acute 
reaction.!” By contrast, in another continuing experiment, Hollister found no 
change in oral THC effects on several physiological, biochemical and 
psychological measures over a five-day period of daily oral THC 
consumption.”*! Several other chronic or sub-chronic experimental studies are 
underway in North America.”*°" 


Data presented in the preliminary summary of the Addiction Research 
Foundation’s experimental cannabis program provide evidence that certain 
kinds of tolerance to some marijuana effects may develop.” A tendency was 
noted for a reduced acute pulse-rate response to marijuana doses given daily 
for more than a month. The work-output analysis discussed earlier suggests 
some adaptation or tolerance to the initial behaviour-disrupting or modifying 
effects of mandatory high dose use, as well. However, the question of 
tolerance to the rewarding or reinforcing aspects of the drug, which might 
lead to increased self-administration, cannot be clearly answered from the 
data provided. No attempt was made to quantify the magnitude or quality of 
the acute subjective response or ‘high’ obtained from the drug over repeated 
administration. In certain parts of the study, subjects were allowed to 
purchase and smoke additional marijuana. The data on free-purchase 
consumption, which is potentially most directly relevant, does not provide a 
complete picture. Under the mandatory smoking conditions studied, little 
additional marijuana was purchased and consumed by the subjects at any 
time, and in the completely optional, free-purchase periods, no suggestion of 
increased marijuana use over time occurred. In fact, subjects typically 
consumed less cannabis per day during free-purchase periods toward the end 
of the experiment than they did at the beginning. Tolerance to the reinf orcing 
effects of the drug, and a subsequent increase in quantity or frequency of use, 
might occur with some individuals in other situations, but it does not appear 
to be a predominant characteristic of marijuana under conditions so far 
studied in the laboratory. 


Recently a number of animal experiments have demonstrated definite 
tolerance to certain cannabis effects. Pigeons, dogs, rats and mice seem to be 
especially responsive, while rabbits are not.”3764'§ Tolerance to near-lethal 
toxic doses apparently develops quite quickly in some species. In dogs, 
tolerance to certain effects can be blocked by an enzyme inhibitor.” There is 
some indication that tolerance to THC may develop in response to other 
cannabis constituents independent of THC administration.” Monkeys and 
chimpanzees have also shown some behavioural adaptation to chronic 
cannabis administration, which cannot be entirely attributed to “classical 
physical tolerance”.'*°*!" Even in instances where considerable tolerance to 
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massive behaviour-disrupting and/or previously near-lethal doses have been 
demonstrated, no withdrawal Symplomns have been noted in the animals when 
the drug was discontinued.*'**" Increased sensitivity, rather than tolerance, to 
repeated massive doses of cannabis in mice has also been recently 
demonstrated.'”**” The above experiments provide little information 
regarding tolerance to the potentially rewarding or reinforcing effects of the 
drug, and may not predict increased self-administration, even in the same 
species. The lack of suitable techniques for standard delivery of cannabinoids 
in animals has hampered self-administration studies. 


There are reports of chronic, heavy cannabis users from the East who 
consume what would seem to be incredibly large quantities of the drug by 
Western standards.4°7117°:126?%.4140.83 NM{cGlothlin estimates that several 
hundred milligrams of THC are smoked per day by some of these individuals, 
although typical use is much lower.*"* Recently, the daily consumption of well 
over 100 mg of THC was noted in a group of chronic hashish smokers in 
Greece; acute smoked doses of 100 mg THC have been given these 
individuals without adverse reactions.“*“*“” Massive cannabis consumption 
by a few American soldiers has also been reported.'””™! In a Commission field 
study of regular cannabis users in Ontario, the median consumption per 
person over one hundred sessions (averaging several hours in duration) was 
approximately 6 mg THC, but in a few instances over 50 mg THC was 
apparently smoked.””* A comparable range of figures was reported by Jones in 
San Francisco.” As noted in an earlier section, under controlled laboratory 
condition, it is often difficult to give more than 10-15 mg THC to light users, 
in an acute dose, efficiently smoked, without inducing some untoward 
reactions. Because of vastly varying styles of smoking, which affect the 
quantity of THC delivered to and absorbed by the user, these figures must be 
treated only as general estimates for comparison purposes. Even with this 
qualification, however, it is clear that considerable individual differences exist 
in capacity for cannabis consumption, even among regular users. On the basis 
of these data one cannot be certain to what extent this reflects a major degree 
of tolerance with heavy use in some individuals, natural variation in drug 
sensitivity or responsiveness, differences in desired effects or general drug- 
using norms, or a combination of these factors. It seems unlikely, however, 
that some of the higher acute doses noted here could be consumed without 
significant prior tolerance development. Consequently, until evidence appears 
to the contrary, experimental studies of cannabis-using standard doses should 
specify in detail the past drug-use history of the subjects tested. 


Smith has suggested a “J-shaped”’ function relating cannabis tolerance to 
use. Light to moderate users may be able to reach a preferred level of effect at 
lower doses than novices. However, chronic frequent users appear to consume 
considerably larger acute doses than other individuals.’”® 


Physical Dependence 


Physical dependence is a physiological state of adaptation to a drug, 
normally following the development of tolerance, which gives rise to a 
characteristic set of acute physiological withdrawal symptoms (often called 
the “abstinence syndrome’’), when administration of the drug is stopped. 
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Opiate narcotics, alcohol and barbiturates are examples of drugs which can 
produce severe physical dependence with heavy chronic use. Significant 
physical dependence on cannabis has not been demonstrated in humans or 
animals, and it would appear that there are normally no serious adverse 
physiological effects or withdrawal symptoms resulting from abstinence from 
the drug, even after long periods of uninterrupted use. Many investigators 
have noted that when chronic cannabis users are deprived of their drug, 
either by legal arrest or hospitalization, no severe effects occur and there are 
few complaints or demands for drug treatment.'*7*8°'2° This is in sharp 
contrast to comparable conditions involving opiate narcotic dependents, 
alcoholics, etc. (See also the section on Adverse Reactions for comments 
regarding cannabis dependence in the United States armed forces.) 


On the other hand, there have been a few isolated reports of rather severe 
reactions occurring after withdrawal of the drug in some chronic heavy 
users.472*5! While the great majority of reports of chronic users indicate little 
withdrawal response, acute abstinence symptoms that have occasionally been 
attributed to long-term heavy use in the literature include irritability, loss of 
appetite, restlessness and insomnia, sweating, mild gastrointestinal upset and 
headaches.°?!24!3!2951.5 Since hashish is smoked with large quantities of 
tobacco and other drugs in many countries, these mixtures may complicate 
the reactions noted in some reports. Recently, indications of tolerance and 
minor withdrawal symptoms have been noted among some chronic users in 
North America.” 


In Williams’ experimental study of daily cannabis use, generally large 
quantities were consumed for a period of over a month. No significant 
withdrawal symptoms were seen with marijuana at the end of the experiment, 
but some abstinence signs occurred when the synthetic THC homologue, 
Pyrahexyl, was withdrawn.°” In the Addiction Research Foundation’s 
experimental cannabis program no evidence of a withdrawal syndrome or 
other signs of dependence were seen, even after weeks of high daily doses 
which were considered subjectively aversive by the subjects.” 


There is still some gap in our knowledge of the possibility of symptoms of 
dependence in individuals who might consume (either in the laboratory or 
‘on the street’) even larger quantities of marijuana, throughout the day, for 
longer periods of time. There is little indication, however, that physical 
dependence on cannabis is a likely phenomenon under natural conditions. 


Psychological Dependence 


Psychological dependence, often called behavioural, psychic or emotional 
dependence, and habituation, is a much more elusive concept and 1s difficult 
to define in a satisfactory manner. A report in the World Health Organization 
Bulletin defined psychic dependence as follows: “In this situation there is a 
feeling of satisfaction and a psychic drive that require periodic or continuous 
administration of the drug to produce a desired effect or to avoid 
discomfort." A major problem with this definition is the difficulty in 
operationally defining and objectively identifying the characteristics of the 
dependence in a practical situation. By contrast, some scientists have 
identified behavioural dependence as repeated self-administration Oleed 
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drug. This approach seems far too broad for most purposes, since it only 
indicates that the drug is in some way reinforcing or rewarding to the user, 
and merely restates the observation that he takes the drug. It has also been 
suggested that psychological dependence might be defined in terms of acute 
“behavioural withdrawal symptoms” (for example, anxiety, restlessness, or 
irritability) in a fashion analogous to the classical definition of physical 
dependence. This, of course, has the disadvantage of not allowing 
identification of the condition until drug use is terminated. 


Extreme instances of psychological dependence are easier to identify and 
may be characterized by an intense craving or compulsion to continue the use 
of a drug, with obvious behavioural manifestations. In many instances, 
psychological aspects are considerably more important than physical 
dependence in maintaining chronic drug use. The major problem with severe 
amphetamine, opiate narcotic or alcohol dependence, for example, is not the 
physical aspect, since withdrawal can be successfully achieved in a few weeks, 
but the great likelihood that the individual will return to chronic use for 
psychological reasons. 


Generally, even regular use of most drugs does not result in such intense 
psychological dependence. However, more subtle psychological and social 
factors usually have persistent effects in maintaining the behaviour of drug 
consumption. 


A statement in the brief to the Commission from the Addiction Research 
Foundation of Ontario reflects the complexity of interpreting the question of 
dependency: 


It should be recognized, however, that dependence is not necessarily bad in itself, 
either for the individual or for society. The question to be evaluated, therefore, is 
not whether dependence can occur, but whether dependence in a given case 
results in physical, psychological or social harm.’ 


The presence or absence of psychological dependence in a given situation 
depends on one’s definition of the term. While many cannabis users in North 
America seem to take the drug once or twice a week, in a social context 
similar to that in which alcohol is normally consumed, and readily abstain for 
weeks or months with no ill effects, there is a small minority of users who 
smoke it daily, as a regular habit, and whose preferred routine and sense of 
well being are disrupted if they are unable to obtain the drug. There are 
reports from the East that considerable psychological dependence occurs in a 
minority of individuals in whom the acquisition and use of the drug have 
become a major component of their existence. Such habits are reportedly 
Ofteni difienlhtoidiscontinucia ssa ans | 


Many users in North America apparently find cannabis pleasant and 
desirable, and often will go out of their way to acquire it—even at the risk of 
severe criminal penalty. In addition, there are several clinical reports of subtle 
adverse aspects of cannabis dependence in some chronic users on this 
continent.”°?’?*°*? However, the craving and urgency associated with opiate 
narcotic, barbiturate, alcohol or tobacco dependence does not seem to 
develop. 


A small study of regular daily users of both tobacco and marijuana suggests 
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some differences in the type of dependence which can develop with these two 
drugs—at least with present North American conditions. Subjects were asked 
which one drug they would prefer to use if they had to abstain from either 
marijuana or tobacco for different periods of time. All subjects indicated that 
in the long run they would prefer marijuana, and would choose to quit 
tobacco; when the required “abstinence time’ was reduced to a day or less, 
almost all chose to use tobacco, since they felt it would be easier to do without 
marijuana for short periods than to go through the acute discomfort of 
tobacco withdrawal.“ Generally similar results were obtained from a 
Commission study of adult users of cannabis, tobacco and alcohol.” Whether 
or not behaviour would actually coincide with these attitudes was not 
demonstrated. Furthermore, if marijuana were as freely available as tobacco, 
the patterns of preference or dependence might be altered. 


CANNABIS AND OTHER DRUGS 


Pharmacological Interaction 


The interaction between cannabis and other drugs has only recently begun 
to be systematically explored. Most of the existing pharmacological research 
has been done on animals. Cross-tolerance among the cannabinoids has been 
demonstrated in some species.‘'* In rodent studies, some cannabinoids have 
been shown to prolong barbiturate sedative and hypnotic effects and, 
paradoxically, to intensify amphetamine stimulant activity, probably through 
metabolic interaction.!!??°*4°"!°'© Cannabis increases alcohol effects on 
behaviour in mice!” but does not interact with diethyl ether (which is not 
metabolized in the body).> Recently it has been shown by Manno and 
associates?’ and by Commission research,” '8 that in humans, cannabis and 
alcohol can have additive effects on certain psychomotor and physiological 
functions, and that marijuana may intensify the sedative properties of 
ethanol under some conditions. On the other hand, marijuana and alcohol 
may produce antagonistic effects on some subjective variables such as visual 
imagery.'4*!?2>'5'* (Commission research suggests that these interaction 
effects can occur in the absence of any change in alcohol absorption, 
metabolism or excretion.’'*) 


Evidence of interaction between cannabis and other drugs has led to 
speculation that even though cannabis itself has very low lethal toxicity, high 
doses taken concomitantly with large quantities of sedatives, such as 
barbiturates and alcohol, or opiate narcotics may increase the likelihood of 
overdose effects with the latter drugs.” Fernandes found in animal studies 
that cannabis had no significant effects on the lethal dose of alcohol, but 
increased sensitivity to barbiturate and morphine overdose, and reduced the 
toxicity of amphetamines.'* No cross-tolerance has been found between THC 
and LSD, mescaline, psilocybin or opiate narcotics in animal and/or human 
studies.2°"4'*4 Cross-species generalizations from all of these reports must be 
limited, since the effects demonstrated may not apply to different animals or 
humans uniformly. Some cross-tolerance between cannabinoids and sedative 
drugs, such as barbiturates, minor tranquilizers and alcohol might exist in 
heavy chronic cannabis users, but these combinations have not been 
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scientifically explored in man. The discovery that THC is progressively 
metabolized by the same non-specific microsomal enzyme system in the liver 
as is involved in the biotransformation of many different substances, may be 
significant in the study of cannabis interactions with other drugs. 


Stimulants are reportedly sometimes taken with cannabis to intensify 
certain effects and to negate the sedation some users experience with cannabis 
alone. It is said that DMT or DET are sometimes smoked in marijuana, but 
no such mixtures have been documented in Canada. Cannabis, as has been 
mentioned, is commonly taken with large quantities of tobacco in many 
countries, and in North America hashish is sometimes rolled into ‘joints’ with 
tobacco to facilitate burning. Possible interaction effects between 
cannabinoids and nicotine or other agents or irritants in the smoke from 
these plants have not been systematically examined. It is sometimes claimed 
that cannabis reduces some of the adverse aspects of opiate narcotic 
withdrawal,**”’ even though no significant cross-tolerance exists between 
these two classes of drugs. In addition, some ‘speeders’ reportedly smoke 
cannabis during their withdrawal to ‘mellow the crash’. There is occasional 
mention in the ‘underground subculture’ that the juice from citrus fruit may 
counteract some aspects of the cannabis ‘high’. The notion of a ‘citrus 
antidote’ to overdose effects is also mentioned in some of the older medical 
literature” and reports from non-industrial countries, but has apparently not 
been systematically explored in the laboratory. 


Patterns of Multiple-Drug Use 


The majority of cannabis users studied in North America have had 
experience with a variety of other psychoactive drugs, alcohol and tobacco 
being the most frequently mentioned. The use of heroin, amphetamine and 
LSD is also much more common in cannabis users than in the general 
population. 


Cannabis and alcohol. The relationship between cannabis and alcohol use 
has been the subject of much controversy. Some have suggested that cannabis 
may be a cure for society’s alcohol ills. In general, survey studies of incidence 
of drug use find that those who use alcohol are much more likely than ‘tee- 
totallers’ to use cannabis, and that most cannabis users still drink alcohol. In 
addition, heavy users of cannabis tend to drink more alcohol than light or 
Infrequent users... sae e828 In a retrospective Stud veo isEeaEs 
males in St. Louis, a higher incidence of alcoholism and related problems was 
found among cannabis users than non-users.’ We have no information as to 
the effect cannabis had on an individual’s drinking behaviour and overall 
alcohol intake in most of these studies, however. 


Many researchers have mistakenly assumed that survey data indicating a 
positive between-subject correlation of cannabis and alcohol use, at a single 
point in time, implies a positive relationship between the use of the two drugs 
within an individual over time, which is the relationship of ultimate interest. 
This extrapolation is unjustified logically and statistically.''’ Evidence of an 
association (either positive or negative) between the use of two drugs in a 
population at a given time provides little information as to the relationship 
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(if any) between the use of the drugs within the individual members of the 
group. Changes in behaviour, over time, within an individual must be studied 
directly. Even then, other secondary data in addition to drug use patterns 
must be considered in order to determine causal factors. 


The bulk of the limited retrospective, within-subject data now available 
suggest that cannabis use may reduce or interchange with alcohol 
consumption in the user population: In many surveys, including several 
Commission studies,”**?*"*! a substantial proportion of cannabis users 
claimed that they have significantly reduced their consumption of alcohol or 
quit it since using cannabis.4”**41 °°" There is a reported tendency, with 
cannabis use, for a greater reduction in the use of hard liquor than of the 
milder forms of alcohol. The combined consumption of cannabis with wine 
or beer is common in some social circles. Anecdotally, in certain parts of the 
United States, alcohol sales in university areas have reportedly declined as 
marijuana use increased, in spite of generally spiralling alcohol sales across 
the country.*” Also of interest, five fraternities on a midwestern campus 
reported that the proportion of social funds spent annually on alcohol had 
been reduced considerably since marijuana use became common. No 
indication of alcohol abstinence appeared in these fraternities, however.*”* 
None of these reports present definite, verifiable evidence of a reduction in 
alcohol use, and conclusions must be guarded. 


Some cannabis users claim that alcohol effects dominate and, for that 
reason, they refuse to mix the drugs even if they enjoy each one separately. In 
several studies, however, where alcohol and cannabis were given separately or 
together in low doses under ‘blind’ conditions, some experienced cannabis 
users were not particularly proficient at identifying the predominant drug 
action 2°!355!8 Differentiation is easier at higher doses, however, and alcohol 
does appear to reduce some of the ‘psychedelic’ aspects of cannabis.!°'" 


It would appear that individuals who actually quit alcohol use because of 
cannabis reflect a minority of users, and their choice of drugs may have more 
to do with their particular value systems than with the pharmacological 
properties of the drugs. The hostile attitude towards alcohol expressed by 
some cannabis-using youth is clearly not reflected in the majority of cannabis 
users. Combined use is apparently becoming increasingly common. 
Systematic prospective studies have not been done, and it is not clear from the 
data whether, on a large scale, cannabis would tend to replace alcohol as an 
intoxicant in the user population, or whether the use of these drugs would be 
additive without significant interaction, or if the use of one might potentiate 
or increase the consumption of the other. 


Comparing the benefits and harms of alcohol and cannabis has become a 
popular and engaging activity. Due to the profoundly different social 
connotations, patterns of use, and scientific knowledge of these drugs, such a 
comparison must be made on limited and tenuous grounds. (In addition, only 
a few experimental studies have been done directly comparing cannabis and 
alcohol in PUT AS 7 ALB ST) 


Cannabis and tobacco. In North America, marijuana use has traditionally 
been closely tied to tobacco use and there seem to be relatively few regular 
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cannabis smokers who did not initially learn the technique of inhaling smoke 
from prior experience with tobacco cigarettes. In some areas of North 
America the majority of tobacco smokers have also used cannabis. While the 
smoking of tobacco leaf does not necessarily precede or lead to the similar use 
of cannabis, the temporal sequence is commonly observed and must be 
considered in any serious investigation of the proliferation of drug use today. 
A pharmacological “progression” from tobacco to cannabis has been 
suggested,’ but is not considered a likely direct causal factor, and there is no 
scientific evidence that one drug creates a need for another. 


The importance of a “smoking barrier” in the spread of drug smoke 
inhalation has been given considerable attention.”'”’” Because the 
inhalation of smoke is initially difficult and unpleasant for the novice and 
usually requires considerable practice and control of natural reflexes, the 
problems of learning the technique of smoking might be considered a general 
barrier against this mode of drug administration. Many observers feel that 
after one has acquired the seemingly unnatural and originally offensive 
practice of smoke inhalation and learned that the effects can be rewarding or 
pleasurable, the general “smoking barrier” is removed and the smoker is then 
more likely to try smoking other drugs. 


Blum has presented considerable evidence that before the world-wide 
“epidemic” spread of tobacco use, the intentional inhaling of the smoke from 
burning substances, as a mode of drug administration, was not popular in 
most parts of the world. The smoking of opium in China and India, for 
example, only occurred after tobacco was introduced from the West to the 
Orient, and for some time opium was smoked in conjunction with tobacco.” 
Cannabis, even today, is rarely smoked alone in Eastern countries. In India, 
hashish and marijuana are invariably mixed with large quantities of crude 
tobacco for smoking.'*°*” The smoking of cannabis was not common before 
tobacco was introduced. It would appear then, that although cannabis was 
previously consumed in other ways, the past and present practices of smoking 
cannabis in most cultures is directly and causally linked with the assimilation 
of tobacco smoking practices from the Western Hemisphere. 


Progression to heroin and other drugs. In the past two decades, the 
relationship between cannabis and heroin has been the subject of heated 
controversy in Western literature. During this period, reports from the 
United States indicated that the majority of heroin users studied had 
previously used cannabis, although in certain sections of the country 
(noticeably the southeastern states) this was not the case.”* Before 1950, there 
was little evidence or serious discussion of a cannabis-to-heroin progression. 
Similarly, until recently in Canada, there appeared to be no relationship 
between the use of cannabis and heroin. Heroin users studied were generally 
heavy consumers of alcohol, barbiturates, and tobacco, but had little or no 
cannabis experience.***°’! The situation has apparently changed, and many 
young Canadian heroin users report previous and concomitant use of 
marijuana, amphetamines and LSD.” 


Several studies in the United States of persons arrested for cannabis 
offences, or noted for other delinquent behaviour, indicate that a significant 
number of these individuals were later arrested on heroin offences.””*°”* In 
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some instances, however, the critical contact with heroin users and sources 
came from a prison experience.** Robins reported that one-fifth of a group of 
blacks in St. Louis who were users of cannabis in the 1940s had admitted to 
subsequent heroin use.” 


Paton used a Bayesian formula employing various estimates of the 
incidence of cannabis and heroin use in the general population and in the 
sub-population of heroin users in England, to predict that seven to fifteen per 
cent of cannabis users will try heroin.“* The appropriateness and accuracy of 
the figures used in the formula and their applicability to the present situation 
are highly questionable. The proper use of Bayes’ Theorem in this application 
requires accurate estimates of the incidence of drug use in the various 
populations described, at a single point in time. Good epidemiological data 
meeting these criteria were not available in England, and some researchers 
have suggested that if other, apparently equally justifiable, estimates had been 
employed, rather than those used by Paton, the resulting prediction of heroin 
use among cannabis users would have been substantially lower.#°" In any 
event, even estimates derived from the proper use of the statistical formula 
can be considered valid only as long as the social and epidemiological 
conditions associated with the use of both drugs remain constant. These 
requirements call into question the general value of Bayes’ Theorem in those 
areas of science dealing with rapidly changing social phenomena. 


Studies based on lower-class and/or delinquent populations do not readily 
generalize to the present phenomenon of middle-class cannabis consumption. 
In middle-class cannabis users it would appear that only a small minority 
have experience with opium and even less with morphine and heroin. 
However, an increase in opiate narcotic use in the younger middle-class 
groups in Canada has been reported. 


A similar controversy exists regarding the role of cannabis in the use of 
amphetamines and LSD. Most chronic users of these drugs report earlier 
experience with cannabis and illicit, heavy use of alcohol and tobacco, as 
adolescents. 


In North American studies, peer group values and the establishment of 
contacts with illicit drug distribution networks have played a major role in 
concomitant and sequential illegal use of different drugs. Becoming 
accustomed to “breaking the barrier’ of illegal drug use by the consumption 
of one illicit drug may reduce, in some individuals, inhibitions with respect to 
other such drugs. It has been proposed that cannabis often provides the initial 
drug in this context. Although previous heavy illicit use of alcohol during 
adolescence is common in adult chronic drug users, drinking by young 
people, even though illegal, is largely condoned and, to some extent, 
encouraged by our society; it does not have the legal significance that 
cannabis use has. Some have suggested that through the use of cannabis 
certain, perhaps predisposed, individuals may learn the use of drugs as a 
mode of coping or as a simple primary source of reinforcement and 
satisfaction, and that this lesson might later generalize to other drugs. Many 
argue that persons who ultimately become dependent on opiate narcotics, 
‘speed’ or other ‘hard’ drugs are strongly predisposed in that direction by 
personal, social and economic factors and that the use of cannabis as a 
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transitional drug is of little causal significance. Attempts to identify and 
establish these predisposing factors have met with little success, however, and 
this interesting hypothesis has yet to be confirmed scientifically. 


In summary, a positive statistical relationship exists between the use of 
cannabis and a variety of other psychoactive drugs. Marijuana is often the 
first illicit drug (other than alcohol and tobacco in adolescence) taken by 
multi-drug users. The role of cannabis, if any, in the progression to other 
drugs is not yet well understood; it is unclear whether it plays a specific 
predisposing role, or is causally unrelated to other drug use and is often used 
earlier simply because of its wider availability and social acceptance. Specific 
pharmacological properties of marijuana (or any other drug) which might 
lead to a need or craving for other drugs have not been discovered. It would 
appear that dynamic and changing social and personal factors play the 
dominant role in the multi-drug-using patterns reported, and that the specific 
pharmacology of the compounds involved is secondary. 


130 


2. Cannabis and Its Effects 


ANNEX A 


PRELIMINARY SUMMARY OF COMMISSION CANNABIS AND 
ALCOHOL EXPERIMENTS 


The Commission has undertaken four experimental projects concerning the 
acute effects of cannabis and, in some cases, of alcohol on humans. These 
experiments were designed to fill gaps in the literature in certain critical 
areas. We were especially interested in the acute effects of cannabis on the 
functioning of ‘normal’ users at doses that are socially relevant for Canada 
today. The purpose of this summary is to supplement the presentation of the 
findings in the text. The reader is referred to the previous sections of this 
chapter for discussion, conclusions, general perspective with respect to past 
literature, current projects, and areas of future attention related to these 
research areas. Of particular relevance is the previous discussion of dose. This 
preliminary summary deals with the major aspects of our experimental 
program. Although the primary results of these experiments have been 
established, further comprehensive analysis is underway, and a final detailed 
description of the experiments (with complete statistical procedures") will 
appear in a supplement to this report. 


One experiment was designed to provide a quantitative comparison of the 
effects of synthetic A’ THC and natural marijuana in humans, and to estab- 
lish dose- and time-response relationships with these substances on a number 
of physiological and psychological measures.” A second experiment sought 
to determine the effects of cannabis and alcohol on some automobile driving 
tasks2>' The purpose of the third study was to examine the effects of cannabis, 
alcohol, and their combination on psychomotor tracking performance.’ The 
fourth project was concerned with the effects of cannabis on visual signal 
detection (attention and vigilance) and, secondarily, the recovery of visual 
acuity after exposure to glare. 


3 In all four experiments, subjects were paid volunteers, mostly university 
students. The subjects were psychiatrically screened, and those with detectable 
pathology were excluded. Subjects were all experienced with alcohol and 
cannabis, but not heavy users of either, and had had minimal experience with 
other psychoactive drugs. No heavy tobacco smokers were included. 


A common supply of marijuana, kept frozen under nitrogen, was used for 
all experiments. Each cigarette was packaged in a nitrogen-filled container 
and kept frozen until being administered to the subject. Many other condi- 
tions of our experiments were standardized and were common to all these 
projects, thereby allowing considerable between-study comparison and a 
common data base for certain variables. 


EXPERIMENT |: A COMPARISON OF A’ THC AND MARIJUANA EFFECTS IN 
Humans” 


A variety of chemical and pharmacological data support the contention 
that A° THC is the principal active constituent in cannabis (at least in part via 
metabolites). There has been an almost complete reliance on the A’ THC 
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content of cannabis to provide the basis for standardizing various samples 
and comparing the results of different experimental and social studies, even 
though the pharmacological equivalence of different cannabis preparations 
accomplished by this process has not been adequately tested. In fact, no direct 
quantitative comparison of the effects of relatively pure isolated or synthetic 
THC and crude cannabis preparations or other cannabinoids has previously 
been conducted in humans. Furthermore, there are increasing suggestions in 
the literature that a single isomer of THC may not account for all of the 
major effects of cannabis. 


This project was designed to compare the effects of high purity synthetic A” 
THC with natural marijuana as a further step in determining the active 
constituents of marijuana in humans. Of comparable interest, acute dose- and 
time-response functions were obtained on a number of subjective, behavio- 
ural and physiological measures. 


Procedure 


Fourteen male subjects each attended eight weekly experimental sessions 
which were six hours in duration. Each subject was assigned a specific time 
and day of the week for all sessions. After a no-drug practice session, seven 
experimental conditions were given to all subjects in a double-blind Latin 
square design as follows: Placebo (extracted alfalfa); three levels of mari- 
juana (9, 21, and 88 mcg A” THC per kg body weight, giving average doses of 
0.7, 1.5, and 6.2 mg A’ THC); three equivalent doses of high-purity synthetic 
A’ THC on extracted alfalfa. Subjects always received a standard 0.4 gram 
cigarette containing a varying ratio of cannabis to extracted alfalfa material, 
as appropriate to the condition. The highest marijuana dose was intended to 
approximate the effects typically sought by regular cannabis users in North 
America. The lowest quantity was given in an attempt to establish a threshold 
dose, as suggested by pilot studies and evidence in the literature. 


Considerable problems were encountered in obtaining adequate quantita- 
tive cannabinoid content figures on the two drug samples. Delta-9 THC 
values obtained from a variety of authorized laboratories in Canada and the 
United States differed in the extreme by several hundred per cent. Discrepan- 
cies in THC content estimates were finally resolved in an apparently satisfac- 
tory manner and the experimental work was begun.! Delta-9 THC made up 
more than 90% of the cannabinoids in the marijuana sample. Consequently, 
the study cannot provide information regarding cannabinoids other than A” 
THC or possible cannabinoid interactions. 


The smoking technique employed was standardized and closely controlled. 
A five second smoke inhalation was followed by a brief air inhalation period, 
and the smoke was retained in the lungs for a total of 25 seconds. A 20- 
second rest period followed exhalation. This cycle was repeated until the 
entire cigarette was consumed including the butt. On the average, this took 
about ten minutes. On the basis of available evidence, it would appear that 
with our standard administration technique nearly all of the THC delivered 
in the smoke was absorbed. Subsequent to the pharmacological studies, 24 
cigarettes, comparable to those used in the main experiment, were smoked by 
machine using the same timing schedule.'” This experiment suggested that 
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the actual THC delivered to the subjects in the smoke was 53% and 48% of 
that originally in the marijuana and THC-alfalfa cigarettes, respectively. 
Consequently, in spite of the fact that the cigarettes in the THC and mari- 
juana conditions contained matched quantities of A’ THC, there was appar- 
ently a 10% difference in the dose delivered. This discrepancy has been taken 
into account in the following discussion. 


On the basis of a review of the literature and preliminary laboratory work, 
a condensed test battery was constructed to assess most of the major acute 
cannabis effects previously indicated and to attempt to tap some of the 
prominent features of the ‘high’ as reported by users. The time required to 
complete the test battery was just over two hours, and with the exception of a 
few measures, the battery was repeated four hours after smoking. The various 
tests were given in the same order in all conditions. While there are certain 
practical and statistical advantages to this fixed procedure, it means that the 
differential sensitivity of the various measures to cannabis effects is con- 
founded with time-response effects. Certain tests, given near the end of the 
battery, in which little or no change was detected may have shown changes if 
they had been given immediately after the drug administration. In most cases, 
however, the major part of the ‘high’ resulting from the highest dose lasted 
throughout the first testing period of the test battery. 


The following measures were included in the test battery: heart pulse rate; 
salivation; conjunctival injection (reddening of the eyes); finger temperature; 
tonic skin conductance of the fingers (a measure of sweat gland activity); 
visual imagery (visual impressions with eyes closed in total darkness); auto- 
kinetic movement (apparent movement of a stationary point of light in an 
otherwise dark room); two-flash fusion threshold (the shortest time interval 
between two brief light flashes at which they are still perceived as two); spiral 
after-effect (the duration of visual distortion which follows viewing a rotating 
spiral); time production (the ability to specify 15-second intervals during a 
distracting task) and time estimation (the perceived duration of the visual 
imagery, painting and speech tasks); one-minute sustained finger grip; max- 
imum momentary strength of hand grip; maximum tapping speed (the total 
number of taps made with a hand-held pencil-like stylus in a one-minute 
period); short-term serial position memory (after a series of nine different 
digits were presented, a tenth digit was given and the subject was asked to 
note the position in which that number appeared in the original series); digit 
symbol substitution (the number of correct code and symbol substitutions 
written during a 90-second interval); finger painting (scored with respect to a 
variety of psychiatric, graphic, and aesthetic variables); speech sample (a 
three-minute description of TAT pictures—data not yet fully analysed); Clyde 
Mood Scale" (a questionnaire which measures six different mood dimen- 
sions); Royal Highness Inventory (RHI) (a multiple-choice questionnaire 
designed to assess some subjective effects of cannabis); How High Scale (a 
rating form on which the subject rates his usual “high” and how “high” he 
currently is on a scale between “not high” and the “highest you have ever 
been”, successive points are recorded by the subject on a single graph at 
several times throughout the experimental session so that a time-response 
curve of the intensity of the subjective “high” is plotted); Post-Session 
Questionnaire and Morning-After Questionnaire (a variety of items relating 
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to possible cannabis effects, filled out by the subject at the end of each session 
and on the morning following each session, respectively). 


Results 


No consistent qualitative or quantitative differences were found between 
the marijuana and the pure A” THC on the various measures described above. 
Tests that showed clear dose- and time-response effects with the natural 
marijuana, produced very similar results with the synthetic THC. Likewise, 
measures that showed little effect due to the marijuana revealed minimal 
response to the THC alone. In the following discussions, “cannabis effects”’ 
represent both the marijuana and the pure THC drug conditions. 


Cannabis resulted in an obvious increase in pulse rate and conjunctival 
injection, and a decrease in salivation and finger temperature. For the highest 
dose, pulse rate was an average of 33% higher than in the placebo condition 
at five minutes after smoking, 19% higher at one hour, 15% higher at 1% 
hours, 6% higher at four hours, and not clearly different at five hours after 
smoking. Likewise, salivation decreased markedly after smoking the highest 
dose, with the effect being less pronounced at 1 hours, and not clearly 
detectable more than four hours after smoking. The highest dose resulted in 
an increase in conjunctival injection and a decrease in finger temperature 
within one hour after smoking, but not at 442 hours when a second measure 
was taken. The medium and lowest cannabis doses resulted in effects on these 
physiological variables that were progressively smaller in magnitude and 
shorter in duration than occurred with the highest dose. 


An increase in visual imagery and autokinetic movement, and a decrease in 
two-flash fusion threshold resulted from the cannabis, as compared to the 
placebo condition. Estimates of the time spent in the visual imagery, speech, 
and painting tasks were longer with cannabis than with no drug; the cannabis 
resulted in over-estimates of clock time, while under-estimates of clock time 
were usually observed in the placebo condition. These effects, which were 
dose-dependent, were observed within a two-hour period following smoking. 
The drugs did not result in a change in 15-second time interval production 
(measured 15 minutes after smoking) or in the spiral after-effect (measured 
30 minutes after smoking). In the second presentation of the test battery 
(which did not include speech and painting time estimations), no substantial 
cannabis effects on any of these variables were observed. 


The cannabis resulted in a less forceful finger grip over a one-minute 
interval than occurred in the placebo condition. A lower level of sustained 
force was also observed at both 1% and 4% hours after smoking. No drug 
effect was found on the momentary maximum strength of hand grip, or the 
maximum speed of stylus tapping. 


An impairment in short-term serial position memory resulted from the 
highest dose of cannabis. The effect was observed within 15 minutes after 
smoking, but not at the time of the second measure, four hours after drug 
administration. Cannabis did not affect performance on the digit symbol 
substitution or finger painting measures, both of which were obtained rela- 
tively late in the experimental session (12-2 hours after smoking). 
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The subjective measures were generally found to be sensitive to cannabis, 
although subjects displayed a rather wide range of response to the doses 
administered. How High Scale ratings that were made immediately after 
smoking indicated that the highest dose made the subjects feel, on the 
average, about as “high” as they typically feel when they use cannabis. The 
lower doses produced less effect. The second rating, taken about one hour 
after smoking, was somewhat higher than the initial score for the two upper 
doses, but lower for the lowest cannabis dose and the placebo. Subsequent 
ratings declined for all doses during the remainder of the session, with the 
effects of the highest dose lasting longer than the lower two. The Royal 
Highness Inventory (RHI) scores, measured at five minutes and at two hours 
after smoking, also increased as a function of dose. Five hours after smoking, 
the How High Scale ratings and the RHI scores obtained in the highest dose 
conditions were slightly (yet still significantly) elevated compared to the 
placebo condition. The Clyde Mood Scale (CMS) scores, measured 12 hours 
after smoking, indicated that the highest cannabis dose resulted in a decrease 
in “clearthinking”. This finding was reflected in both the subjects’ and the 
experimenters’ ratings on such items as “efficient’’, “‘alert’’, “able to concen- 
trate’, and “business-like’’. None of the other five CMS dimensions reflected 
drug effects. Five hours after smoking, there was an increase in the CMS 
factor “sleepy” following the highest dose, but no difference in any of the 
other dimensions. In the Post-Session Questionnaire, the subjects typically 
rated the amount of marijuana received as “quite a bit” for the highest dose 
condition, as “a moderate amount” for the middle dose, as between “a 
moderate amount” and “very little” for the low dose, and as “very little” in 
the placebo condition. On the Morning-After Questionnaire, after the pla- 
cebo condition the subjects usually reported feeling “about average” between 
the time they left the experiment and the time they went to bed that evening, 
while after cannabis sessions there were more reports of feeling “very well” 
during the same period. No other indication of prolonged cannabis effect 
occurred. No signs of hangover were noted the next morning. 


Cannabis threshold. Our lowest dose was intended to approximate a mini- 
mally effective quantity of cannabis. On the conjunctiva, saliva and Post- 
Questionnaire measures there was a significant difference between the low 
dose and the placebo condition. Moreover, all of the other variables that 
showed substantial effects from both the medium and high doses (pulse rate, 
How High Scale, RHI and visual imagery) also showed average scores in the 
low dose condition that were different from the placebo in the same direction. 
Overall, the data indicate that the low dose did have some pharmacological 
effects even though they were very slight and close to the threshold of 
measurable subjective and objective response. If we are correct in assuming 
that approximately 50% of the THC dose in the cigarettes was actually 
absorbed by the subject, these data suggest the human threshold for THC 
effects is lower than previously thought (apparently less than 4.5 mcg/kg 
THC absorbed). 
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Discussion 


Our data show cannabis dose- and time-response effects on a variety of 
physiological, perceptual, cognitive, psychomotor, and subjective functions. 
Cannabis effects on most of these measures were detected early following 
smoking and, for the most part, were minimal three to five hours later. 


The fact that our crude marijuana and synthetic A’ THC had very similar 
effects on the various measures does not completely rule out the possibility 
that other psychoactive substances might be present in this or other strains of 
marijuana. It may be that the relatively high THC content of our marijuana 
obscured minor effects due to substances that were present only in small 
amounts. It is also possible that our tests were not sensitive enough to show 
slight differences in drug effects, or that we did not give the appropriate tests 
to detect such differences. However, the data do strongly support the hypothe- 
ses that A’ THC is the major active constituent of marijuana in humans. It 
also appears that synthetic THC is functionally equivalent to the natural plant 
product, and that THC content is probably an adequate basis for standard- 
ization of cannabis preparations. But possible interaction between THC and 
other cannabinoids (for example, CBD and CBN) in the areas of metabolism, 
protein-binding, etc., as well as possible direct effects of other cannabinoids in 
high doses, remains to be explored. Such follow-up work had been anticipated 
as part of this project, but had to be abandoned due to time limitations. Until 
further comparative analysis is done with other cannabis samples (for exam- 
ple, hashish and other marijuana Strains), it would be prudent to specify CBD 
and CBN as well as the THC content of cannabis in experimental situations. 
In addition, if oral administration is used, the carboxylic acid forms of these 
cannabinoids should also be specified. 


In this experiment, extracted alfalfa was used as placebo. In the other three 
experiments which follow, hexane-extracted marijuana (of a different strain 
than the active material) served this control function. In all four studies, 
cigarettes were smoked under identical conditions using similar subjects, and 
no evidence of a differential response to these two different placebo materials 
was obtained. There was, consequently, no suggestion of cannabis-like activ- 
ity in non-cannabinoid substances remaining in the marijuana after hexane 
extraction. 


It should be stressed that our research was focussed on acute effects and can 
provide only suggestive evidence regarding the equivalence of THC and 
marijuana in chronic use. Other substances, which elicit little short-term 
response, might contribute, over time, to possible effects of long-term use. 


EXPERIMENT 2: EFFECTS OF MARIJUANA AND ALCOHOL ON SOME 
AUTOMOBILE DRIVING TASKS”! 


Existing literature indicates that under certain conditions cannabis can 
produce significant alteration in attention and certain other perceptual and 
cognitive processes. The results of psychomotor tests and driving simulator 
studies have been somewhat inconsistent, but tend to show some decrement 
due to cannabis. Available epidemiological data in North America do not 
indicate that cannabis has contributed significantly to traffic hazards to date, 
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however. This may, in part, be a function of restricted intensity and fre- 
quency of use. The following study was intended to explore the possibility of 
cannabis effects on certain driving tasks. It was not intended, however, to 
provide a direct basis for generalizing to cannabis-related traffic hazards as a 
whole. Many other relevant variables remain to be measured. 


Procedure 


This project is divided into two separate but related studies. In the main 
experiment, 16 licensed drivers (4 females and 12 males) each attended four 
weekly experimental sessions in addition to a preliminary no-drug practice 
session. The four experimental conditions, given to all subjects in a double- 
blind Latin square design, were: Placebo (extracted marijuana, and a non- 
alcoholic drink); two levels of marijuana (21 and 88 mcg Ao UHC perks 
body weight, producing average doses of 1.4 and 5.9 mg A’ THC); and one 
dose of ethanol (producing an average blood alcohol level of 0.07%—the 
equivalent of about three cocktails). Subjects always received a standard drink 
followed by a 0.4 gram cigarette, each with or without drug, as appropriate to 
the condition. The cigarettes were smoked following the same schedule 
described for Experiment |. In these experiments blood alcohol level (b.a.l.) 
was measured with a Breathalyzer. 


Subjects began the first driving trial, consisting of six course laps (about 6 
minutes each), directly after smoking. Each lap involved driving through a 
1.1 mile course which included both slow forward and backward manoeu- 
vring and higher speed (about 25 mph) straight and curved sections, marked 
out with wooden poles and plastic cones. In one section of the course the 
subjects were asked to maintain their speed at 25 mph. For the other sections 
the subjects were instructed to drive as quickly as possible without making too 
many hits or awkward movements, and without exceeding 30 mph at any 
time. A second trial (three laps) started three hours after smoking. The 
subject’s driving was scored on: hits of cones and poles, rough handling 
(superfluous or awkward movements) and speed. Supplementary physiolog- 
ical and psychological measures were also obtained during the session. 


A separate sample of 12 subjects (three females, nine males), experienced 
with alcohol but not cannabis, were given only the alcohol and placebo drink 
conditions, and were tested on only one trial consisting of six laps. Course 
and rating conditions and practice trials were the same as described for the 
main study. 


Results 


Both the alcohol dose and the higher dose of cannabis were found to result 
in poorer car handling performance. During the first trial, significantly more 
hits (of cones and poles) resulted when subjects received alcohol or the higher 
dose of cannabis than when they received only the placebos. The mean 
number of hits per lap was 13.2 in the placebo condition, 16.8 in the higher 
cannabis condition, and 17.4 in the alcohol condition. There was no differ- 
ence between the number of hits made in the low cannabis and placebo 
conditions. In the second trial, given three hours after smoking, the number 
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of hits in the alcohol and higher marijuana conditions had decreased to a 
level approaching that of the placebo condition. Rough handling tended to be 
greater after drug treatment than in the placebo condition, although only the 
alcohol scores appeared significant. 


Driving speed was affected by the higher dose of cannabis. In the first trial, 
subjects drove slower in that condition than when no drug was given. The 
difference was small (about 1.5 miles per hour or 7%) but consistent. Driving 
speeds in the alcohol and low cannabis conditions were not significantly 
different from placebo. In the second trial, differences in driving speed among 
the four experimental conditions were only slight. 


Thirteen of the 16 subjects reported that they were experienced in driving 
in normal traffic after smoking cannabis or drinking alcohol, while three had 
never done so. Of the 13 experienced subjects, all but one reported having 
driven when feeling at least as ‘high’ as they felt when getting the lower 
cannabis dose, while seven reported having driven when feeling at least as 
‘high’ as they did after getting the higher cannabis dose. Eleven of the 13 
subjects had driven when feeling as ‘high’ as they felt after getting the alcohol 
dose. Ratings made before and after the first driving trial indicated that the 
higher dose of cannabis made most subjects feel as ‘high’ or a little ‘higher’ 
than they typically get from the drug. The alcohol ratings were somewhat 
more varied, but they suggest a similar situation for that drug. For both the 
alcohol and the upper cannabis dose the subjects rated their driving ability as 
lower than they did in the placebo condition. Moreover, they felt that driving 
took more effort after either drug, and that normally they would be less likely 
to drive when feeling as they did. 


Pulse rate, visual imagery, Clyde Mood Scale ratings and Royal Highness 
Inventory measures were also taken during each session. The cannabis re- 
sulted in an increase in pulse rate that was of a similar magnitude and 
duration as that observed with the same doses in Experiment |. The alcohol 
resulted in a smaller but more prolonged increase in pulse rate. Measurements 
taken immediately after driving indicated that the driving effort resulted in a 
slight increase in pulse rate, but that the change was similar under the various 
treatment conditions. An increase in eyes-closed visual imagery was found 
with the higher cannabis dose, as in Experiment 1. There was a tendency 
toward decreased imagery in the alcohol condition compared to placebo. The 
Clyde Mood Scale ratings indicated a decrease in “clearthinking”’ due to the 
alcohol and the higher dose of cannabis. Also, alcohol resulted in a decrease 
in the factor “unhappy” and an increase in the “friendly” score. The can- 
nabis resulted in Royal Highness Inventory (RHI) scores that were compara- 
ble to those observed with the same cannabis doses in Experiment 1. The RHI 
scores also increased in the alcohol condition, but to a lesser extent than 
occurred with the higher cannabis dose. 


The subjects in the second study, who were given only the alcohol and 
placebo conditions, showed alcohol effects which were similar to those found 
in the main experiment. 
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Discussion 


These results show a decremental effect of both the higher cannabis dose 
and the alcohol dose on car handling performance. The fact that there were 
no major drug differences in the rough handling score, rated by the observer 
in the car, suggests that the drug effects on performance, at the doses used 
here, are not dramatic. It would be premature to predict from these results 
whether or not cannabis does or will have serious effects on traffic safety. This 
initial study only measures car handling in rather artificial circumstances. For 
example, the difficulty and risk involved in traffic was not represented in the 
test situation, and there was no explicit penalty for making errors, unlike 
normal driving conditions. In addition, subjects were always aware that they 
were performing and under observation. These results do serve to point out 
the possibility that cannabis may adversely affect traffic safety and to under- 
line the urgent need for extensive research into this question. The reader is 
referred to the text of the section on Psychomotor Performance and Driving 
for further discussion and interpretation. 


EXPERIMENT 3: EFFECTS OF MARIJUANA AND ALCOHOL ON PSYCHOMOTOR 
TRACKING PERFORMANCE’ ® 


The effects of cannabis on psychomotor performance have been shown to 
be related to dose, frequency of use, and task complexity and familiarity. 
Also, there are suggestions from some human and animal data that cannabis 
and alcohol may have additive effects on certain functions, including psycho- 
motor performance. Some attempts have been made to predict the influence 
of cannabis on automobile handling and other common tasks by investigating 
performance on certain laboratory psychomotor measures, but the predictive 
validity of such tests has not been demonstrated. This study represents an 
attempt to obtain basic information about the effects of cannabis and alcohol, 
alone and in combination, on tracking performance. Secondarily, the effects 
of these drugs on visual perception and several other physiological and 
psychological variables were also investigated. 


Procedure 


Twenty-two male subjects each attended six weekly experimental sessions 
in addition to two preliminary no-drug practice sessions. The six experimen- 
tal conditions (given to all subjects in a double-blind Latin square design) 
were: Placebo (extracted marijuana and a non-alcoholic drink), two levels of 
marijuana (21 and 88 mcg A” THC/kg, giving average doses of 1.6 and 6.8 
mg A’ THC), two levels of alcohol (0.07 and 0.03% blood alcohol level), and 
the low marijuana and low alcohol doses combined. Again, subjects always 
received a standard drink followed by a 0.4 gram cigarette, each with or 
without drug as appropriate to the condition. Subjects followed the same 
smoking schedule as described in Experiment |. 


Following smoking, subjects began the first trial consisting of six tracking 
runs (three minutes each). A 20-minute break occurred between the third and 
fourth runs, during which supplementary measures were taken. In the track- 
ing task*!’ the subject sat in front of an 8x10-inch screen which displayed a 
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fixed central horizontal target line and a small circle which continuously 
moved up and down in a random fashion when the tracking control was at 
rest. Forward and backward movements of a hand-operated “joy stick” 
changed the rate and direction of the circle movement in proportion to the 
stick deflection. By such deflections the subject could compensate for the 
signal fluctuations, and was asked to keep the circle as close to the target line 
as possible. The distance between the circle and line was the error, and a score 
was calculated for each three minute run based on the integral of the square 
of the error divided by the integral of the square of the amplitude of the 
input signal. The larger the error, the higher the score. In addition, for simple 
tracking (see below) the subjects’ dynamic response was described by simple, 
linear differential equations, called “describing functions”’. 


In four of the six tracking runs the subject was required only to perform the 
compensatory tracking (simple tracking). In the other two runs (complex 
tracking) two additional complications were added to the task: (1) Three 
times in each run the control dynamics between the “joy stick”’ and the circle 
were reversed unexpectedly (that is, it became necessary to push in order to 
get the circle to move in the direction that had earlier been achieved by 
pulling, and vice versa). Performance on this task was measured by the speed 
of reaction and adaptation to the polarity change. (2) Four other times in 
each run the number 1, 2 or 3 appeared without warning on an electronic 
tube above the target screen. The subject was required to push a left or right 
pedal, or continue pushing a middle pedal with his foot depending on which 
of the three numbers appeared. Performance on this task was measured by 
the speed of foot choice reaction, as well as the number of times the subject 
either failed to respond on cue (false negatives) or responded when he should 
not have (false positives). 


A second trial consisting of two simple tracking runs and one complex run 
was started four hours after drug administration. The secondary physiolog- 
ical and psychological measures were obtained during periods when the 
subject was not tracking. 


Results 


In the first trial, the alcohol and, less consistently, the upper cannabis dose, 
resulted in an increase in tracking error scores, indicating impairment in both 
simple and complex tracking. The effect was greater for the higher doses than 
for the lower doses of each drug. The high alcohol dose resulted in signifi- 
cantly more tracking error than resulted from cannabis. The combination of 
low cannabis and low alcohol produced greater error scores in complex 
tracking than resulted from the corresponding doses of each drug given 
alone. Interpretation of the subjects’ “describing functions” obtained on 
simple tracking runs indicated that the alcohol resulted in an increase in 
“effective reaction delay time” in the subjects’ continuous tracking perform- 
ance, and an increase in “random output uncorrelated with input’. These 
effects increased with dose. Examination of the “describing functions” for 
cannabis revealed a dose-dependent increase in “random output uncorrelated 
with input”, with the effect due to the higher cannabis dose roughly equiv- 
alent to that of the lower alcohol dose. The cannabis did not result in a change 
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in “effective reaction delay time” or other aspects of the “describing func- 
tions”. The combination of alcohol and marijuana resulted in an increase in 
“random output uncorrelated with input” that was not substantially greater 
than that found with the same low doses of each drug separately. “Effective 
reaction delay time” in the combination condition was not noticeably differ- 
ent from that observed with the alcohol dose given alone. 


Foot choice reaction time was faster in the placebo condition than in any of 
the drug conditions; however, only the decrement due to the higher alcohol 
dose was significant. Neither cannabis nor alcohol, nor the combination of 
the two, resulted in a tendency to miss signals or to respond at the wrong time 
on this secondary attention and reaction time task. Reaction time to tracking 
control polarity reversals was reliably longer with the higher dose of alcohol 
compared to placebo, but no significant effects were seen in the other drug 
conditions. Speed of adaptation to tracking polarity change has not yet been 
completely analysed. No major drug effects on psychomotor performance 
were observed on the later trial which was given four hours after drug 
administration. 


The subjective ratings of intoxication during the period of the first trial 
indicated that the higher doses of alcohol or cannabis typically made the 
subjects slightly “higher” than they usually get when using these drugs. The 
lower cannabis or alcohol doses made them feel somewhat less “high” than 
they typically get. The combined alcohol-cannabis treatment resulted in 
alcohol ratings that were similar to those obtained when the low alcohol dose 
was given alone, and cannabis ratings that were similar to those obtained 
when only the low cannabis dose was given. While the subjects were able to 
discriminate which drug or drugs were given in this study and in the driving 
study, they were somewhat less efficient in discriminating the different can- 
nabis doses than in Experiment | in which no alcohol was given. Clyde Mood 
Scale self-ratings indicated a decrease in “clearthinking” and “unhappy” for 
all drug conditions. The alcohol-cannabis combination did not result in scores 
on these factors that were different from those of either the low alcohol or low 
cannabis conditions. The higher cannabis dose resulted in an increase in the 
factor “friendly”, while the other drug conditions were not different from 
placebo in this respect. Also the higher alcohol dose resulted in an increase in 
the factor “dizzy” while the other conditions did not. No significant drug 
differences were found in the factors “aggressive” and “sleepy”. The Royal 
Highness Inventory (RHI) scores increased with cannabis and alcohol as 
described in Experiment 2. There was no evidence of an additive effect on the 
RHI in the combined alcohol-cannabis condition. Four and one-half hours 
after the higher cannabis dose was administered, RHI scores were still 
significantly elevated, while drug differences on other subjective self-report 
measures had largely disappeared. 


Measures of eyes-closed visual imagery, depth perception, visual acuity and 
time estimation were also collected. Within 1% hours after cannabis adminis- 
tration, visual imagery was increased as in the other experiments. The alcohol 
conditions resulted in a slight decrease in imagery, as was the case in the 
driving study. The combined alcohol-cannabis dose resulted in a degree of 
imagery that was intermediate to the low alcohol and low cannabis doses. 
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There was a suggestion that accuracy of depth perception decreased slightly 
due to the higher cannabis dose, but not with the other drug conditions. 
Visual acuity measures were not affected by the drugs. Time estimations of 
the intervals spent tracking were longer for the cannabis conditions compared 
to the placebo condition, as was the case in Experiment |. However, the time 
spent tracking was under-estimated in the placebo condition, and in this study 
the time estimates in the cannabis conditions were more accurate. Three to 4% 
hours after drug administration, there was a negligible drug effect on these 
measures. 


Physiological measures included pulse rate, conjunctival injection, blood 
pressure, and palmar tonic skin conductance. Pulse rate and conjunctival 
injection increased with cannabis, as in Experiment 1. Increases in pulse rate 
and conjunctival injection also resulted from alcohol, and the combined 
alcohol-cannabis condition resulted in a greater increase in these measures 
than was observed with each dose separately. Within 15 minutes after smok- 
ing the higher cannabis dose, diastolic blood pressure (while sitting) was an 
average of 14% higher than in the placebo condition. The difference did not 
appear when measurements were made 45 minutes after drug administration. 
There were no reliable changes in this measure under the other drug condi- 
tions. No significant drug differences were found in systolic blood pressure, 
although there was a tendency for an increase in the higher cannabis condi- 
tion. No consistent effects on tonic skin conductance were found in any of the 
drug conditions. 


Blood alcohol level was measured (with a Breathalyzer) at three times over 
the course of each session. Estimates obtained after the administration of the 
low alcohol dose alone were not different from the corresponding measures in 
the low alcohol-cannabis combination condition. This suggests that at the low 
doses studied, cannabis does not have a significant effect on the rate of alcohol 
appearance in and disappearance from the blood. 


Discussion 


These results indicate that alcohol, cannabis, and the combination of these 
drugs can result in decreased psychomotor tracking performance. The clearer 
and more pronounced performance decrement in complex tracking that 
resulted from the combination of alcohol and cannabis (compared to the 
same low doses of each drug separately) suggests that the effects of the drugs 
combine on this measure. Effects of the two drugs also appear to be additive 
on some of the supplementary variables (for example, pulse rate and conjunc- 
tival injection), but to not interact on others (for example, the RHI and the 
Clyde Mood Scale), and were possibly antagonistic on visual imagery. None 
of the drug conditions caused subjects to miss signals or respond at the wrong 
time in the choice reaction test, suggesting no drug effects on the level of 
attention required to perform this simple task. The high alcohol dose did 
result in an increase in choice reaction time, in reaction time to tracking 
control polarity reversals, and in “effective reaction delay time’ during 
continuous tracking. No similar consistent changes in reaction time measures 
were found with the doses of cannabis employed. 


The mechanism for the interaction of alcohol and cannabis effects is not 
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clear. It would appear that cannabis can enhance certain alcohol effects in the 
absence of discernible alteration of alcohol absorption, metabolism or excre- 
tion. We were not, of course, able to assess the possible effects of alcohol on 
blood levels of THC and its metabolites. The differential pattern of effects of 
the alcohol, cannabis, and combination conditions suggests that these drugs 
do not interact solely by one simply enhancing the general effects of the other. 
Other doses and conditions of administration must be explored to elucidate 
the mechanism manifested here. 


EXPERIMENT 4: EFFECTS OF MARIJUANA ON VISUAL SIGNAL DETECTION 
AND GLARE RECOVERY™> 


Numerous studies indicate that a change in directed attention is a frequent 
consequence of acute marijuana use. It has been suggested that an alteration 
in this basic function may underly many of the other major cannabis effects 
noted in the psychopharmacological literature. However, few studies have 
focussed directly on cannabis influences on attention and vigilance. In the 
ea study, these functions were assessed using a visual signal detection 
task. 


Secondarily, the experiment also explored cannabis effects on the recovery 
of dim-light visual acuity after bright glare. There is little evidence that a 
significant effect occurs with marijuana, but because of the potential impor- 


tance of this question to night automobile driving, further investigation was 
deemed worthwhile. 


Procedure 


Five male subjects were trained for six practice runs (over three days) and 
tested in two placebo (extracted marijuana) and two marijuana sessions each. 
Two identical sessions, under each of the two conditions, were necessary to 
obtain sufficient data for the signal detection analysis. The four experimental 
sessions were given in a balanced alternating order (single blind) with one 
week between drug treatments. A single dose of marijuana was used (66 mcg 
A°® THC/kg, averaging 4.7 mg A° THC per subject). Cigarettes (.4 gm) were 
administered with the same standard smoking technique used in the other 
studies. Immediately after smoking, subjects were given a test battery in 
which the major focus was on the assessment of sustained attention and 
vigilance (signal detection). 


The signal was a brief offset (gap) in a point of light that was otherwise 
continuously on. The tests were run in a dimly lit room. Five blocks of 100 
trials each, separated by 30-60 seconds, were given over a 40-minute period. 
Subjects were asked to indicate on each trial the presence or absence of a 
temporal gap in the light, and to rate their confidence in their decision. A 
warning tone was presented before each trial. A “signal” occurred in only 
50% of the trials, in a random sequence. 


After the signal detection task (approximately three-quarters of an hour 
after drug administration) dim-light visual acuity was measured. A forced- 
choice procedure was employed using Landolt C test figures. Subjects were 
then exposed to a large bright-glare light (440ft-L) for five seconds, and the 
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time required to recover to the previous visual acuity level was recorded. This 
procedure was then immediately repeated. Other supplementary measures 
included pulse rate and palmar skin conductance, the Royal Highness Inven- 
tory, a subjective “highness” rating, and eyes-closed visual imagery. 


Results 


Signal detection. The subjects were generally less accurate in identifying the 
signal after marijuana and there was a reliable decrement in d’ (a measure of 
sensitivity to the signal) in all subjects for the drug condition. Furthermore, 
subjects were less confident in identifying a true signal after the drug. 
Subjects did not fail to respond in any more trials when under the influence 
of marijuana than in the placebo condition, and there were no systematic 
changes in the response criteria employed. There were no drug-related shifts 
in performance over blocks of trials within sessions. The significant decrease 
in d’ was interpreted as an attentional decrement. The performance decre- 
ments correlated significantly with the individuals’ subjective ratings of the 
magnitude of the drug-induced “high”’. 


Visual acuity and glare recovery. There was a suggestion of reduced dim- 
light acuity under the drug condition in some individuals, but this trend was 
not consistent over sessions or subjects. No significant marijuana effect on 
glare recovery time was found. The possible confounding effect of a decrease 
in attention during this task cannot be separated out from the primary 
variables of interest. 


Other measures. As in the previously described experiments, marijuana 
significantly increased scores on visual imagery, Royal Highness Inventory, 
pulse rate and the subjective “highness” rating. Again, no consistent effects 
were seen on tonic skin conductance. 


Discussion 


The consistent decrement in performance on the visual signal detection 
task can be interpreted as strong evidence for a marijuana-related decrease in 
directed attention when a boring and tedious task is involved. It is interesting 
that this effect correlated well, across subjects, with the subjective sense of 
drug “highness”. No drug-related shift in performance occurred over time 
within the 40-minute session. Other testing conditions (such as lower signal 
probability and no warning signal) might give different results. The effects of 
cannabis on attention and vigilance should be further explored in a broader 
stimulus and reward context, with varying drug doses, and a greater number 
of subjects. 


No consistent and significant changes were found in glare recovery time 
and dim-light acuity in this experiment. It is unlikely that a major effect 
(under the dose and time conditions studied) with practical relevance (to 
night automobile driving, for example) would have escaped detection, al- 
though more subtle effects may have been missed in this secondary aspect of 
the study. 
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ANNEX B 


THE ADDICTION RESEARCH FOUNDATION EXPERIMENTAL 
STUDIES OF THE CHRONIC EFFECTS OF MARIJUANA: A 
DISCUSSION OF THE PRELIMINARY SUMMARY 


C. G. Miles and associates*® (G. Congreve, P. Devanyi, R. Gibbons, J. 
Marshman and J. Rankin) at the Addiction Research Foundation of Ontario 
are two-thirds of the way through a one and one-half year experimental 
program investigating some possible chronic effects of daily marijuana smok- 
ing in the laboratory. This series of studies was designed primarily to explore 
effects on behaviour—both social and personal. Secondarily, parallel investi- 
gations of other psychological, physiological and pharmacological aspects of 
cannabis use were organized around this central aim. A pilot study (lasting 70 
days) and two phases of the main study (each taking 98 days) have been 
completed and a third phase is now in progress. Subjects were required to live 
in an experimental hospital ward for the duration of each study. All experi- 
ments contained a pre-cannabis period, followed by the administration of 
marijuana or placebo cigarettes, and then a second cannabis-free period. 


The analysis and interpretation of the data from these experiments are 
incomplete and the researchers do not expect to publish a final assessment for 
at least another year. They have, however, shared some of their preliminary 
observations with the Commission, but stress that any statements made at this 
point must be accepted with caution and should in no way be construed as the 
final interpretation of the data. They state: “Our conclusions are little more 
than impressions which should be treated conservatively until the appropriate 
statistical analysis and logical evaluation have been completed.” 


These experiments provide significant information on the effects of re- 
peated cannabis administration in “normal” users which is not available 
from earlier studies. Details of the program’s progress have not been pre- 
viously published. Consequently, in spite of the tentative nature of the 
discussion, an extended preliminary summary of the program was considered 
appropriate for presentation in this report. Commission staff have been in 
close contact with the Foundation researchers throughout most of this project, 
and the design of the Commission’s own experimental program was influ- 
enced by the anticipation of certain information regarding chronic and sub- 
chronic effects of cannabis from the Foundation’s studies. The two programs 
provide complimentary information on the effects of cannabis. 


PROCEDURE 


Each of the various Foundation program sub-studies will not be described 
in particular detail. Instead, some general features of the research will be 
discussed and some aspects of the various phases of the program will be 
outlined. The project was organized around a model “‘micro-economy”’ sys- 
tem which approximated some aspects of normal socio-economic behaviour. 
Subjects were given the opportunity to engage in productive behaviour in the 
ward for which they were paid in the form of cash value tokens which could 
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be exchanged for everyday needs or desires. Certain minimal life-maintain- 
ing conditions were provided without charge; the bed and cleaning services, 
heat and light were free. All other items were paid for by the subjects with the 
cash-equivalent tokens. These tokens could be exchanged, for example, for 
food, candy, cigarettes, beverage alcohol, newspapers, records, baths, medical 
information about themselves, access to a gymnasium, to films and other 
recreational facilities, trips outside in the company of staff members and, in 
some conditions, marijuana cigarettes. 


The costs of goods and services purchased in the ward were generally 
matched to realistic prices and, in turn, the subjects’ earning potential was 
comparable to that which might occur with similar work in the outside world. 
In the pilot experiment, tokens were earned for constructing pre-cut wooden 
furniture and, in the main study, by weaving woollen belts. The work area 
was open at all hours. Subjects were paid on a piecework basis for completed 
items which met strict quality standards. A subject might typically earn 
several hundred dollars per week. Unspent tokens could be saved and ex- 
changed at the end of the experiment for the cash equivalent. Some subjects 
accumulated several thousand dollars during the period of the study. Com- 
plete records were kept of the work output and the savings and expenditures 
of each subject. 


Subjects were healthy young adult volunteers who were regular cannabis 
smokers and had typically been using cannabis for about two years. (Details 
as to the frequency of use and quantities usually consumed by these subjects 
are not yet available.) Persons who showed significant psychological or 
physiological disorder were not selected. In the pilot study and the first two 
phases of the main study, males were used as subjects, but in the current third 
phase, females are being investigated. In the main experiment subjects were 
assigned, in pairs, to “semi-private” rooms in the ward. 


All marijuana or placebo cigarettes used in this program consisted of 1 gm 
of plant material, although the THC content varied among different condi- 
tions. (In terms of total weight, these cigarettes were more than twice as large 
as ‘joints’ typically used on the street in Canada, but are comparable in size to 
regular tobacco cigarettes. The marijuana used in the main studies originally 
contained 1.5% A” THC and approximately 0.2% CBD and CBN combined. 
Extracted marijuana, essentially containing no cannabinoids, was used in 
placebo conditions. The studies were run single-blind and subjects were given 
no information regarding the various drug doses or placebo administered, 
except that it was marijuana. When marijuana cigarettes were made available 
to the subjects, they were sold for the equivalent of fifty cents apiece, 
regardless of the THC content involved. Alcohol and tobacco could be pur- 
chased and consumed at any time during these studies. 


Subjects in the mandatory dose conditions in all of these experiments 
smoked the minimum required marijuana or placebo dose over a one hour 
period each evening, but were allowed to smoke any extra marijuana which 
they had purchased whenever they wished. The actual smoking technique was 
not closely controlled, but subjects typically used a deep inhalation style and 
were asked to smoke essentially all of each required cigarette. In these respects 
the Foundation program is significantly different from the Commission 
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studies of acute effects. In Commission research, subjects were required to 
smoke rapidly following a tightly controlled program of inhalation and 
breath retention, which maximized delivery and absorption of the active 
compounds, and also resulted in a much more rapid rate of drug administra- 
tion. Acute effects are likely to be maximized under these latter conditions. 
The more flexible and leisurely smoking procedure employed in the Founda- 
tion studies is clearly more natural, but allows considerable variability in 
smoking styles among individuals and allows the subject to control or “ti- 
trate” his dose, to some degree, by smoking less vigourously and efficiently 
after having reached a preferred level of effect. Since such details of adminis- 
tration are likely significant factors in determining effects, the doses used in 
the two programs cannot be directly compared on a quantitative basis. 


Throughout the experiments (including the pre- and post-marijuana condi- 
tions) general medical physical and psychiatric examinations were adminis- 
tered at regular intervals. Particular attention was given to electroencephalo- 
grams (EEG); heart, liver and kidney function tests; and haematology, blood 
sugar and other blood chemistry measures. Subjects’ behaviour was logged by 
research staff every half hour. Psychological assessments made at various 
stages in the experiments included general intelligence tests, psychiatric per- 
sonality inventories and a self-rating general mood scale. No specific attempt 
was made to quantify any other subjective or phenomenological effects of the 
marijuana-induced ‘high’ in this program. Typically, only heart pulse rate 
measurements were taken in the evenings after the mandatory smoking 
period. All other specific tests and examinations were conducted during the 
day. In most instances, tests were made when the subject was no longer 
experiencing the major acute effects of the drug, although with the larger 
doses, some individuals were ‘high’ essentially all of the time. 


Subjects were comprehensively debriefed at the end of the experiments and 
given psychiatric and physical examinations before discharge. They were 
instructed that they would be aided in resettlement if necessary, and were 
asked to report any social, physical or psychological problems they experi- 
enced as a result of the experiment. In any case, they were instructed to return 
after six months for a follow-up investigation. 


Pilot Experiment 


Six subjects were selected and trained in making pre-cut wood and grass- 
weave stools. After two weeks without access to cannabis, subjects were 
allowed to buy as many marijuana cigarettes (each containing 8 mg of THC) 
as they wished. This one-week ‘“‘free-purchase” period was followed by four 
weeks during which the subjects were required to smoke two such cigarettes 
(containing a total of 16 mg of THC) each evening and, in addition, were 
able to buy more of these ‘joints’ if they wished. After this mandatory 
smoking period, subjects were given a second free-purchase period of one 
week, and during the final two weeks, no cannabis was available. 
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Main Experiment—Phase I 


Twenty subjects were employed in the first phase of the main study—10 
each in experimental and placebo groups. The two groups were separately 
housed in identical wards. The experimental group was required to smoke 
marijuana cigarettes, while the control group was initially scheduled to smoke 
inactive placebo cigarettes only. The final experimental treatment regime was 
as follows: (a) Experimental group. For the first eighteen days no cannabis 
was allowed. For the next week marijuana cigarettes (containing 8 mg of 
THC) were available for purchase. For the following fifty-one days a manda- 
tory minimum dose was given, plus whatever marijuana subjects wished to 
purchase. During this period the mandatory dose of THC was increased in 
stages from 16 mg (two cigarettes) per day for 27 days, to 24 mg (three 
cigarettes) for fifteen days, and then finally to 30 mg (two cigarettes) for nine 
days. Then followed a twelve-day period when cannabis was again available 
only on purchase—no minimum dose was required. In the remaining ten days 
of the experiment, cannabis use was not allowed. (b) Control group. After an 
initial base-line period, inactive placebo cigarettes were administered to the 
control group. After forty-three days of placebo, a small daily dose of 4 mg of 
THC was given (for six days) increasing abruptly to a high dose of 30 mg on 
each of two days. A twelve-day free-purchase period ensued, during which 
marijuana cigarettes containing 15 mg of THC were available. A final 
cannabis-free period followed. 


Main Experiment—Phase 2 


The second phase of the main study was conducted under conditions 
generally similar to those described in phase 1, but, in addition, was designed 
to explore the effects of cannabis when it is freely available for purchase and 
consumed in quantities determined only by the individual’s own desires. 
After an initial base-line cannabis-free period, the ten subjects in the first 
group were given a mandatory dose of 16 mg of THC (two cigarettes) each 
evening during the drug period (52 days) and were allowed to purchase more 
if desired. This was followed by a free-purchase only (non-mandatory) period 
of 21 days and, finally, one week when no cannabis was consumed. The ten 
subjects in a second simultaneously-run group were allowed to buy and 
consume whatever quantity of marijuana cigarettes they desired (each pur- 
chased cigarette contained 2 mg of THC, resulting in ‘joints’, in some 
respects, more like those available outside). For 52 days, no mandatory lower 
limits of consumption were required for the second group and they were 
allowed to smoke at any time. For the next 3 weeks, these subjects were 
required to smoke a dose of 16 mg of THC (two cigarettes) each evening. A 
one-week no-cannabis period followed. 


SUMMARY OF PRELIMINARY FINDINGS AND PROGRESS TO DATE 


The following tentative observations are based on information obtained 
from the experimental program as a whole. The individual sub-projects are 
not distinguished in this general discussion. 


No evidence of gross physiological damage or medical complications from 
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marijuana smoking was detected in these studies. Analysis based on visual 
examination of EEG records did not yield evidence of any significant change 
in brain wave patterns, but more comprehensive analyses are still in progress. 
Electrocardiogram (ECG) records showed some transitory changes in heart 
function, but chronic effects were not considered likely. Many aspects of the 
physiological data are still undergoing analysis. There were strong indications 
that the acute rise in pulse rate, which is a characteristic short-term effect of 
cannabis use, tends to be progressively less pronounced over several weeks of 
testing, even when doses are increased over time. Alcohol-like ‘hangover’ 
effects were not seen with marijuana. Blood and urine samples were obtained 
in some situations and attempts to detect cannabinoids and their metabolites 
in these body fluids are in progress. 


No gross behavioural changes appeared during the experiments. The drug 
did not seem to induce hostility or aggression, and no evidence was found of 
social deterioration, or a decline in concern over personal hygiene or general 
physical condition. No major changes in general sleep patterns were obs- 
erved. Chronic mood modification was not reflected in either staff ratings or 
the subjects’ self-reports. No significant alterations in intellectual functioning 
were detected by the methods employed in these studies. Psychiatric examina- 
tions found no adverse effects as a result of cannabis use in the experiments. 


In general, subjects reported that mandatory consumption of large doses of 
marijuana for long periods of time was subjectively unpleasant. In the highest 
dose condition, most subjects requested to stop marijuana use. Some even 
insisted that they would leave the experiment if forced to continue smoking 
high doses. (This would have resulted in a loss of 75% of their earnings and, 
for many subjects, this would have been a substantial sum of money.) The 
mandatory high dose was subsequently stopped. Almost none of these sub- 
jects expressed a desire for cannabis after this experience. 


When a free-purchase situation was allowed, with cigarettes approximating 
the THC quantity of those available on the ‘black market’, the average daily 
consumption was less than one cigarette (containing 2 mg of THC). On days 
in which subjects did smoke they typically consumed between 2 and 4 mg of 
THC to get ‘high’. 


The data regarding the relationship between the use of marijuana, alcohol 
and tobacco under the experimental conditions have not yet been completely 
analysed and no statement of results in this area has been made. 


When large mandatory doses of marijuana were introduced after long 
periods of abstinence in the laboratory, work productivity tended to be 
depressed. Discontinuation of marijuana use after a prolonged period of 
forced daily smoking of high doses resulted in an increase in productivity. 
When the work output of subjects on a mandatory high dose was compared to 
that of subjects who consumed only the amounts they desired (which were, in 
fact, relatively small quantities) the forced-dose group showed dramatically 
lower average productivity, which was most pronounced in the first few 
weeks. Some behavioural adaptation or tolerance to this effect of the drug 
seemed to develop over the course of the experiment and differences between 
the mandatory and free-purchase groups were minimal towards the end of 


149 


Cannabis 


the experimental period. The researchers suspect that this productivity decre- 
ment is due more to a reduction in time spent working, rather than to 
inefficient performance. 


The investigators have been unable to detect any clear evidence of depen- 
dence on cannabis, or the presence of a withdrawal syndrome when the use of 
the drug is stopped. 


Follow-up investigations, to date, have found no persistent effects of the 
experimental procedures except for a tendency for subjects in the high dose 
condition to report a decrease in cannabis consumption compared to a similar 
period before the study. 


DISCUSSION 


It should be restated that these studies provide tentative information on the 
effects of daily administration of various doses of marijuana for periods of 
weeks or months. To this extent, chronic effects have been investigated, but 
the program was not intended to provide a simple basis for predicting 
possible consequences of many years of regular cannabis use. There may be 
some long-term effects which are not detectable until after a more prolonged 
period of heavy use than was studied here. In addition, it must be stressed 
that non-behavioural measures were given only secondary attention in this 
program, and in some areas the evaluation battery employed was rather 
limited. Subject to these limitations, the major impression of the program’s 
progress, to date, is of the paucity of chronic changes in physiological, 
behavioural and psychological functioning detected in these studies, even at 
daily doses well beyond the subject’s normal and preferred levels of use. 


The problem of bringing natural behaviour into the laboratory for control- 
led study, without significant disruption or artificial alteration of the phenom- 
enon of interest, is a perpetual issue in science. Interpretation of the behavio- 
ural aspects of the Foundation’s program are, of course, subject to considera- 
ble limitations appropriate to the conditions of the experiment. It is clear that 
living under almost continuous observation in an experimental hospital ward 
is far from normal conditions of life and marijuana use. Behaviour under 
such a situation can be expected to be modified accordingly. Subject’s conduct, 
for example, might be more controlled and socially acceptable than would 
occur in private. Also, the effects of the boredom or stress of institutional 
living would likely have significant influences on many aspects of the data. 
The overall importance of the unique setting provided in these experiments 
cannot be easily determined, and many observations made here will clearly 
have to be re-examined under different conditions. 


Although the data on socio-economic behaviour cannot be interpreted in a 
simple, straightforward fashion, the program does provide evidence of at 
least temporarily reduced work output in the laboratory when the consump- 
tion of high doses of marijuana is required. The relationship between this 
effect and the so-called “amotivational syndrome” sometimes noted in clinical 
reports of chronic heavy users is not clear, but the data do lend support to the 
notion that cannabis, in certain circumstances, may reduce motivation for 
performing certain normally conducted tasks. Some characteristics of data of 
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this type are very likely determined to a significant degree by the nature of 
the tasks involved. In this program, labour was of a repetitive, handicraft 
nature. Effects on work of a more intellectual or artistic variety, or on tasks of 
the subjects’ own choosing, might yield different results, and should be 
explored. 


These studies suggest that certain kinds of tolerance to some marijuana 
effects may develop. Evidence of reduced acute pulserate response to repeated 
marijuana doses (or to a single dose in heavy users) has been noted in several 
laboratories, and the data presented here provide additional support to these 
observations. The work output analysis suggests some adaptation or tolerance 
to the initial behaviour-disrupting or modifying effects of high dose use, as 
well. However, the question of tolerance to the rewarding or reinforcing 
aspects of the drug, which might lead to increased self-administration, cannot 
be clearly answered from the data provided here. No attempt was made to 
quantify the magnitude or quality of the acute subjective response or ‘high’ 
obtained from the drug over repeated use. The data on free-purchase con- 
sumption, which is potentially most directly relevant, does not provide a 
complete picture. Under the mandatory smoking conditions studied, little 
additional marijuana was purchased and consumed by the subjects at any 
time, and in the completely optional, free-purchase periods, no suggestion of 
increased marijuana use over time occurred. In fact, subjects typically con- 
sumed less cannabis per day during free-purchase periods towards the end of 
the experiment than they did at the beginning. Tolerance to the reinforcing 
effects of the drug, and a subsequent increase in quantity or frequency of use, 
might occur with some individuals in other situations, but it does not appear 
to be a predominant characteristic of marijuana under conditions so far 
studied in the laboratory, or with present typical use in North America. 


The lack of evidence for a withdrawal syndrome or other significant signs 
of dependence, even after apparently very high daily doses, is in agreement 
with the bulk of the scientific literature. But there is still a gap in our 
knowledge of the possibility of symptoms of dependence in incividuals who 
might consume (either in the laboratory or ‘on the street’) even larger 
quantities of marijuana, throughout the day, for longer periods of time. 
There is little indication, however, that physical dependence on cannabis is a 
likely phenomenon under any natural conditions. 


It is also interesting to note that the intermittent patterns of marijuana use 
and the quantities consumed during the optional free-purchase periods in the 
laboratory were quite similar to that commonly observed in users under 
natural conditions in Canada. Daily use of high doses was generally consid- 
ered undesirable from the subject’s point of view. Many aspects of these data 
are undoubtedly influenced significantly by the individual’s previous history 
and normal patterns of cannabis use. Consequently, the final analysis and 
interpretation, in some areas, will require a detailed consideration of the 
subjects’ past levels of use. 


Some objection might be made regarding the possible confounding effects 
of generally open access to alcohol and tobacco throughout the study. This 
option does potentially permit, however, some evaluation of the interrelation- 
ships among the use patterns of the various drugs in the experimental setting. 
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Although these data are not yet fully analysed, it appears that alcohol 
consumption during the experiment was probably not great enough to have 
contributed significantly to the few effects observed, nor does it seem very 
likely that the intermittent drinking which occurred has masked other poten- 
tially detectable cannabis effects. However, these possibilities cannot yet be 
completely ruled out. Ongoing data analysis will clarify some of these issues. 


A different pattern of response might have emerged on some parameters if 
subjects were required to smoke in the morning, for example, or at various 
times during the day, rather than just at night. However, even with such 
variations in procedure, major differences in the picture of chronic effects 
observed here would seem unlikely for most variables. It would also be of 
interest to study subjects of different age groups, with differing past histories 
of drug use. 


The program provides an interesting and valuable exploration of the 
application of a micro-economy model in the study of drugs. The investiga- 
tors feel that the methodology employed in these studies is an experimentally 
useful technique and may have broad therapeutic possibilities as well. The 
Foundations’ final report on the program (to be available in 1973) should 
contain a substantial amount of significant information on the effects of the 
repeated use of cannabis. 
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ANNEX C 


SOME DIRECTIONS FOR FUTURE RESEARCH ON THE 
PHARMACOLOGICAL AND CHEMICAL ASPECTS OF THE NON- 
MEDICAL USE OF CANNABIS 


In the past few years we have witnessed a significant advance in our 
knowledge of cannabis and its effects: systematic botanical studies have 
begun; the primary chemical constituents of cannabis have been identified 
and isolated, and many synthesized; some of the basic factors of cannabinoid 
absorption, distribution, metabolism and excretion have been elucidated; 
many prominent short-term physiological, behavioural and psychological 
effects have been documented; many basic animal toxicology studies have 
been completed, and previous restrictions on human experimental research 
are being relaxed accordingly; recent advances in cannabis chemistry and 
pharmacology have stimulated a re-interest in the possible use of natural and 
synthetic cannabinoids in the medical treatment of a variety of disorders; and 
a number of systematic studies of possible social, psychological and physio- 
logical effects of long-term use are underway and the preliminary findings of 
several investigations into chronic and sub-chronic use are available. In spite 
of this impressive advance, many important questions are as yet unanswered 
and must be resolved before a full picture of the etiology, general characteris- 
tics and consequences of the non-medical use of cannabis can be presented. 


The following discussion provides some indication of areas of cannabis 
chemistry and pharmacology where further research is needed. Specific atten- 
tion has not been given here to research into other aspects of the non-medical 
use of cannabis (such as the social history and context, extent and patterns of 
use, causes and motivation, education and prevention, and legal and eco- 
nomic implications) except as they pertain to the topics discussed in Chapter 
2, Cannabis and Its Effects. Some suggestions are addressed directly to issues 
of immediate social concern which urgently need clarification. Others are 
focussed more on the acquisition of basic scientific information, perhaps of 
direct and immediate interest primarily to researchers, but which is likely, in 
the long run, to contribute significantly to our general scientific knowledge of 
cannabis and, ultimately, to the better understanding of those aspects of its 
non-medical use which are of potential concern to society. Further discussion 
of general topics pertaining to scientific investigation, in the broader frame- 
work of non-medical drug use, will be presented in a later report, in a section 
primarily concerned with the role of government in this area. 


Although a number of important questions regarding the acute effects of 
cannabis are unanswered, the possible personal and social consequences of 
long-term use are of primary concern. Multi-disciplinary longitudinal studies 
of various sectors of the general population, including groups of users and 
non-users, would be invaluable and should be initiated. However, at least 
tentative answers to certain questions are urgently needed and cannot await 
the completion of such long-term investigation. The possible consequences of 
chronic use on cognitive and intellectual ability, psychomotor skills, personal- 
ity, social behaviour and general physical condition (for example, brain, 
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respiratory, heart, liver, kidney and endocrine function) are subjects of much 
immediate concern. Of special importance are possible effects of regular use 
on the maturation process in adolescents. 


Large-scale cross-sectional studies of persons with varying histories of 
cannabis use are likely to provide a reasonable short-term payoff. Since the 
common use of cannabis is a relatively recent phenomenon in North Amer- 
ica, it will be difficult to locate an adequate number of suitable subjects for 
extensive epidemiological study, although certain more restricted projects 
could be conducted on this continent. It will be necessary to turn to other 
countries, which have had a longer history of widespread cannabis use, for 
large-scale epidemiological investigation. Several studies of chronic users in 
other cultures are currently underway, but considerable additional effort is 
warranted. Cross-cultural generalizations must be made with caution, and 
many conditions of non-industrial countries may have limited applicability to 
the North American situation. 


Research into chronic effects must take into consideration the possible 
influence of such variables as age, sex, education, socio-economic status, 
nutritional and hygienic conditions, multiple-drug use and a variety of other 
ethnic and cultural factors. Appropriate control groups must be compared 
with experimental subjects for whom reasonable information is available on 
the frequency and duration of cannabis use and the quantities consumed. 
Accurate correlational data of this nature cannot establish causal factors, but 
may suggest links and provide clues for further research. If an association 
were found between cannabis use and other variables, in many instances it 
would be difficult, if not impossible, to distinguish drug effects from predis- 
posing personal and environmental factors. 


Several sub-chronic studies are in progress which involve the daily admin- 
istration of cannabis to humans under controlled laboratory conditions, over 
periods of weeks and months. Such experiments can provide certain informa- 
tion regarding the consequences of chronic use, but cannot detect possible 
effects which might develop only after more prolonged periods of exposure. 


In some areas basic information can be obtained from studies of chronic 
cannabis administration to animals. However, the significance of such studies 
must ultimately be interpreted in the context of human conditions of drug 
use. Further effort should be made to develop animal tests which will parallel 
pharmacological processes and effects in humans. Because of often substantial 
inter-species differences, findings involving lower species should be verified in 
primates. Since animal studies have traditionally employed massive doses 
(administered under conditions of questionable relevance to human situa- 
tions) it is important to explore the acute and chronic effects of cannabis on 
animals at doses which are more comparable to the quantities likely to be 
consumed by humans. 


Over the past few years, almost all experimental research has been con- 
ducted on healthy, young adult males. Earlier cannabis experiments often 
employed male prisoners as subjects. Other populations need to be investi- 
gated, especially females, and adolescents and older persons of both sexes. 


Cannabis effects in persons with varying histories of other chronic drug use 
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should be investigated. Alcohol is perhaps most important in this regard. 
Experimental reports should specify, in detail, the subjects’ past and current 
patterns of medical and non-medical drug use. Unless characteristics of the 
initial reaction to cannabis, or the adaptation to its effects early in the career 
of use, are of central concern to the study, the use of cannabis-naive subjects 
may not be advantageous. In most areas, information on regular users, who 
have developed a more consistent and stabilized general response, would be 
of considerably greater immediate social significance. 


Although this discussion is not directly concerned with general social 
aspects of the extent and patterns of cannabis use in society, a clear under- 
standing of the present, and likely future, conditions of use is essential for 
optimal laboratory efforts. Information on multiple-drug use provides useful 
leads for drug interaction studies. Socially relevant experimental conditions, 
including appropriate drug doses, require accurate information from socio- 
pharmacological field studies. Factors associated with the initiation, increase, 
stabilization, reduction or cessation of cannabis use may provide valuable 
leads as to effects. In addition, the influence of social attitudes regarding 
cannabis use on the ultimate social, psychological and physiological effects of 
the drug needs further study. 


It is also necessary to maintain accurate information as to the identity, 
purity and potency of drugs being consumed from illicit sources. Existing 
limited data suggest that, in Canada, cannabis is rarely adulterated with other 
active drugs, but that it is sometimes diluted or ‘cut’ with inactive materials, 
and that illicit cannabis varies in cannabinoid content over a wide range. 
However, no really adequate, systematic, national data have been collected. 
Serious questions have been raised regarding possible contamination with 
herbicides, pesticides and toxic fungi. Appropriate analyses have not been 
done in these areas. Up-to-date, continuing qualitative and quantitative 
analyses of randomly selected sub-samples of police seizures (supplemented 
with samples from other sources) might be the best method of monitoring the 
purity and potency of illicit cannabis in Canada. Information on the age and 
original geographic source of the samples would add to the value of the 
program. The comparison of such data with similar information from sources 
in other countries would be of further interest. 


Considerable controversy exists regarding the appropriate chemical no- 
menclature for cannabinoids. A final decision should be made on an interna- 
tional basis to establish an acceptable uniform cannabis nomenclature 
system.‘ 


Reliable standard analytic techniques for quantifying the major can- 
nabinoids in various cannabis preparations should be developed and commu- 
nicated on an international basis, and the effectiveness of such a program 
should be evaluated with follow-up research involving standard test materi- 
als. The reliability and validity of present methods of cannabis quantitative 
analysis are disappointing, and even recent experimental cannabis studies 
which have attempted to specify THC dose can only be interpreted in a 
general quantitative sense. Facilities for adequate analysis (and re-analysis) 
of research materials should be made available to all investigators. 


In a closely related area, there is a definite need for simple and convenient 
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techniques for identifying and quantifying primary cannabinoids and their 
metabolites in the body. When such methods become available, the relation- 
ship between body levels of biologically active compounds and primary 
effects should be established. A convenient quantitative chemical test, similar 
to the alcohol Breathalyzer, which might ultimately enable a reasonable 
estimate of the intensity of certain drug effects would be invaluable, and must 
be given high priority. Although considerable progress is being made in this 
area, even those methods which are likely to be refined in the near future may 
have limited practical application outside of the research laboratory. 


While much is known regarding the agriculture of hemp fibre production, 
until recently, little systematic modern botanical research had been conducted 
on psychotropic aspects. Several important projects are in progress in Canada 
and other parts of the world, and further research in this area would be of 
value. 


Variables affecting the stability, degradation and shelf-life of different 
forms of cannabis are not adequately understood. Effective standard storage 
procedures should be developed and communicated to researchers. 


Almost all of the recent human experimental research has been conducted 
with marijuana or synthetic A? THC. While there are obvious advantages to 
the use of uniform substances in experimental work, because of the unusual 
heterogeneous nature of the various preparations of Cannabis sativa in use 
around the world, different strains of marijuana and varieties of hashish 
samples should be available for chemical and experimental evaluation. Sup- 
plies of other primary cannabinoids and their metabolites, in relatively pure 
form, should also be developed and made available to researchers for human 
and animal studies. The development of water soluble cannabinoids would 
greatly facilitate experimental studies of effects relevant to both the medical 
and non-medical use of cannabis. 


Quantitative information on major cannabinoids in experimental materials 
should be provided in research reports. The pyrolysis and delivery of can- 
nabinoids smoked in cigarettes, conventional pipes or water pipes may not be 
directly comparable and further investigation is warranted. Until convenient 
methods are available for assessing the levels of active cannabinoids in the 
body, researchers should provide estimates of the actual cannabinoid dose 
delivered to the subject in the smoke under the experimental conditions 
employed. Specifying doses on a body-weight basis would further aid the 
interpretation of experimental results. 


In some respects, it would appear advantageous for researchers to adopt 
more uniform modes of cannabis administration for experimental study. 
However, the variety of styles and techniques of cannabis consumption 
around the world requires that different modes of administration be investi- 
gated. Possible differences in the acute and chronic effects of various methods 
of cannabis smoking and ingestion should be examined. Furthermore, factors 
which affect the rate and extent of absorption of cannabinoids in the lung and 
gastro-intestinal tract have not been adequately delineated. 


Advances are being made in our knowledge of the metabolism and distri- 
bution of THC in the body, but considerable further research is needed. Since 
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CBD and CBN are present in large quantities in some forms of cannabis, 
these cannabinoids should be thoroughly investigated, as well. The possibility 
that primary cannabinoids or their metabolites may accumulate in the body 
for prolonged periods with chronic use should be carefully explored and any 
physiological consequences elucidated. 


The mechanisms involved in the various central and peripheral effects of 
cannabis are poorly understood. Studies in this area should be encouraged, 
and structure-activity relationships of the various primary cannabinoids and 
metabolites should be established. 


Although it is now clear that A’ THC is the principal active constituent in 
cannabis (at least in part via metabolites) the possibility remains, and must be 
explored, that other cannabinoids (particularly CBN and CBD) may in some 
way alter the pharmacology of THC and its metabolites. CBD and CBN 
might alter the function of primary organs of metabolism and excretion, for 
example, or perhaps play a significant role in cannabis tolerance or sensi- 
tization, or interaction with other drugs. Competition for binding or receptor 
sites might also exist among the cannaboids. The possible long-term effects of 
other, non-cannabinoid, components of marijuana and hashish should also be 
examined. 


Cannabis seems to produce few significant short-term physiological effects 
in normal users. Both acute and chronic effects, however, should be investi- 
gated in persons suffering from certain physical disabilities as well. Of 
particular concern are the effects of cannabis on persons suffering disorders of 
the respiratory system, gastro-intestinal tract, cardiovascular system, liver, 
kidney, reproductive organs, endocrine system (including diabetes), and the 
central and autonomic nervous systems. Since cannabinoids are primarily 
metabolized in the liver, potential effects on hepatic function should be given 
special attention. 


Available evidence suggests that chronic smoking of large quantities of 
cannabis may have effects on the respiratory system which are in some 
respects similar to those produced by tobacco. Differences in typical patterns 
and methods of smoking, as well as quantities consumed, complicate simple 
comparisons between the substances, however. The possibility that cannabis 
(either alone or in combination with tobacco) might complicate or produce 
respiratory disorders, including cancer, must be thoroughly investigated and 
possible toxic components identified. 


Considerable effort must be concentrated on rectifying conflicting data on 
possible neuro-toxic effects of chronic cannabis use. Although several recent 
controlled studies have found no evidence of neurological disorders in per- 
sons with long histories of heavy use, other clinical reports have suggested 
chronic effects (including brain damage) in certain users. The seriousness of 
the conditions implied in these latter papers requires that immediate system- 
atic investigation be given high priority. Additional human and animal 
studies on chronic and sub-chronic use are needed. 


Reports of the acute and chronic effects of cannabis on sleep are conflict- 
ing, and the existence and ultimate neurological and behavioural significance 
of any changes need to be established. 
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Present data does not indicate that cannabis produces chromosome abnor- 
malities or has adverse consequences on the developing foetus in humans, but 
some studies of certain lower species have detected adverse effects at extreme 
doses. Because of the seriousness of any such possible effects in humans, 
further research is required. 


Existing research reports of the acute effects of cannabis on muscle strength 
and physical work output are not conclusive, although some deficit is sug- 
gested. On the other hand, it has been reported that cannabis is used in 
certain countries by labourers to reduce fatigue and increase work energy. 
Several relevant studies are in progress, but the effects of acute and chronic 
cannabis use on physical labour and athletic performance, under laboratory 
and natural conditions, have not been defined. 


Recent advances in cannabis chemistry and pharmacology have stimulated 
a re-interest in the possible use of natural and synthetic cannabinoids in the 
treatment of a variety of disorders. Research of this nature is likely to result 
in a significant advancement in our basic knowledge of cannabinoids and 
their effects on the human body, as well as possible medical progress. 


There are considerable differences among individuals in the general re- 
sponse to cannabis. The importance of an individual’s personality, physical 
characteristics, past drug experiences, and the set and setting of use, in 
determining various cannabis effects should be systematically investigated. 


Experimental evidence indicates that under some conditions cannabis can 
produce short-term deficits in certain perceptual, attentional, cognitive and 
psychomotor abilities. The overall significance of the effects found in the 
laboratory, to personal, social and occupational functioning under natural 
conditions has not been fully established. Further research, under more 
natural conditions, should be undertaken and the predictive validity of 
laboratory tests empirically evaluated. Data relating cannabis use to scholastic 
performance are contradictory, and many factors in such correlations require 
study. 


Cannabis users typically claim substantial acute subjective alteration in 
sensory and perceptual processes as a result of taking the drug. Attempts to 
verify such effects in the laboratory have met with surprisingly little success. 
Although it is appropriate to concentrate initially on possible adverse effects 
of cannabis, it would be worthwhile, in order to better understand the 
growing popularity of the drug, to experimentally investigate, in more sensi- 
tive fashion, some of the subjective effects which users claim provide the 
reinforcement or motivation for continued use. Additional research, espe- 
cially in the areas of visual perception (under various conditions of illumina- 
tion), and attention and vigilance should be conducted, employing signal 
detection techniques where applicable. 


Under certain experimental conditions, cannabis has been shown to have 
detrimental effects on automobile driving performance. A detailed analysis of 
such effects, and possible consequences for traffic safety, is needed. After basic 
parameters have been established, however, experimental studies can provide 
only a limited basis for predicting the ultimate effects of natural drug use on 
traffic safety. Once appropriate biochemical tests have been developed for the 
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detection and quantification of active cannabinoids in the body, epidemiolog- 
ical studies should be initiated to establish the extent to which cannabis and 
other drugs are associated with traffic accidents in the general population. 
Comparisons of drug levels in persons who had been involved in accidents, 
with drug levels in suitable control subjects (who had not been associated with 
accidents) have been of primary importance in clarifying the traffic hazards 
of alcohol. Since epidemiological studies of this nature can yield reliable 
information on a drug’s effects on traffic safety only if the incidence of the 
use of the drug in the driver population is fairly substantial, such a study is 
most likely to be fruitful in those geographic areas where cannabis use is most 
prevalent. 


Acute anxiety or panic reactions to cannnabis (generally of little signifi- 
cance) have been reliably reported. Little systematic information on contrib- 
uting factors is available, although it appears that such occurrences are 
infrequent and typically involve higher doses and less experienced users. 
Apparently only a small proportion of such occurrences are ever seen at 
treatment facilities. Since acute anxiety or panic reactions occasionally occur 
in laboratory studies of cannabis, valuable information might be obtained if 
detailed data regarding such incidents were collected from researchers. A 
prospective study could be undertaken employing standardized report forms 
outlining potential contributing factors. 


A considerable body of clinical literature from Eastern and other non- 
industrial countries suggests that the heavy chronic use of cannabis may be 
associated with a variety of psychological and behavioural disorders. Some 
investigators claim that a specific “cannabis psychosis” exists, while others 
deny that such a separate clinical entity can be established. There have also 
been reports of chronic dementia in certain long-term users. Methodological 
limitations in the reports preclude a comprehensive evaluation of these 
claims. Modern systematic studies of these populations have not been con- 
ducted and should be initiated. 


The view that cannabis may precipitate a significant psychotic reaction in 
certain predisposed individuals has also been noted in the North American 
clinical literature, but such claims have yet to be systematically evaluated. 
Furthermore, there is no consensus as to the nature of posssible predisposing 
factors in such conditions or their prevalence in the general population. 
Prolonged psychological correlates of chronic use of a more subtle nature 
(including personality changes and an “amotivational syndrome’’) have also 
been given considerable notice in the clincial literature. It is not yet clear what 
role cannabis might play in the behavioural syndromes described. 


While anecdotal reports of individual cases selected from poorly defined 
patient groups are of very limited value, accurate clinical reports, put in a 
proper population context, can provide valuable clues for subsequent system- 
atic study. Clinical investigations, involving appropriate control groups, 
should focus particular attention on pre-morbid social, psychological and 
physical conditions, previous and concomitant use of other drugs (including 
detailed information on the quantities involved and the duration and fre- 
quency of use), static and dynamic symptom patterns, and long-term follow- 
up. It would be of interest, for example, to compare past patterns of drug use 
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in patients presenting similar psychiatric symptoms. Detailed longitudinal 
study of symptom change in various groups of cannabis-using and non-using 
patients might also prove fruitful. Studies of predisposing factors involved in 
more subtle behavioural syndromes would be considerably more perplexing, 
and it may be extremely difficult to establish cause and effect relationships 
with present methods of investigation. Of special concern are possible adverse 
effects of chronic cannabis use in young adolescents. 


Given that a variety of adverse psychological reactions may be associated 
with cannabis use, it is important to investigate and thoroughly document 
reported cases and to determine the frequency and severity of such reactions 
in the general population of users. Studies of patient populations alone 
cannot provide appropriate information for this purpose. There is currently 
little evidence that serious disorders occur in a significant proportion of the 
user population, but adequate data are not available. Significant changes in 
the extent and patterns of cannabis use in Canada would undoubtedly alter 
the treatment picture, and the effects of such changes should be carefully and 
systematically monitored. 


Recurrences or “flashbacks” of some cannabis effects in the absence of the 
drug are occasionally reported, but the concept has not been clearly defined, 
and we have little knowledge regarding the frequency, intensity and conse- 
quences of such experiences. More information is needed. 


Although gross tolerance to the major effects of cannabis does not develop 
under conditions of moderate or intermittent use, many aspects of this 
phenomenon have not been adequately investigated. The often-mentioned 
“sensitization” or “reverse tolerance’, reportedly occurring with the first few 
experiences with cannabis, has not been examined in the laboratory. Further- 
more, there is increasing evidence that with intermittent or moderate use, 
some tolerance or behavioural adaptation develops to some of the initially 
disrupting effects of the drug. The mechanism for such a change in response 
is uncertain. There is growing evidence that chronic heavy users in some 
countries have developed a significant degree of tolerance to the general 
effects of cannabis, including those that reinforce use, and may consume 
much greater quantities than are tolerated or desired by other users. Contrib- 
uting pharmacological, psychological and social factors in this complex pic- 
ture remain to be documented. 


There is little evidence that cannabis, even with prolonged use at high 
doses, produces significant signs of “classical”? physical dependence, although 
more subtle, undesirable, physiological and behavioural symptoms may occur 
on withdrawal in some situations. Possible effects in this regard should be 
characterized and their influence on sustained patterns of use, under natural 
conditions, explored. The general concept of behavioural or psychological 
dependence should be defined in an adequate operational fashion, if possible, 
and the existence and consequences of the phenomenon in various popula- 
tions of cannabis users investigated. 


The possible interaction between the effects of cannabis and a full spectrum 
of other drugs commonly in use (both medically and non-medically) should 
be explored, and likely physiological, psychological and social components 
and consequences of such interaction examined. Available evidence suggests 
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that cannabis and alcohol can produce additive detrimental effects on certain 
psychomotor skills and may enhance certain common physiological reactions. 
The mechanisms and characteristics of these interactions should be fully 
investigated, and implications for automobile driving and the operation of 
complex machinery given special attention. Although cannabis has exception- 
ally low lethal toxicity, the possibility that it might enhance the toxic effects of 
an overdose of other drugs, such as alcohol, barbiturates or opiate narcotics, 
should be thoroughly explored. 


Significant controversy exists regarding the relationship between the use of 
cannabis and the use of a variety of other drugs, including alcohol, heroin, 
tobacco, amphetamines and LSD. Social, economic and criminal-legal, as well 
as pharmacological factors predisposing to multiple-drug use, should be 
further investigated. Careful prospective studies would be helpful, although 
even with considerable effort it may not be possible to establish causal links 
among the various factors with any degree of certainty. 


A centralized (perhaps international) documentation, information-gather- 
ing and alerting system would greatly facilitate effective communication 
among researchers in this rapidly expanding field. Because of the accelerating 
nature of scientific information on cannabis, existing modes of publication 
and communication are hardly adequate. 


International co-operation and co-ordination in some of the areas discussed 
above might be effectively conducted through the World Health Organi- 
zation, as suggested in their recent cannabis report.*” 
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This chapter covers information available to the Commission up to 
February 15, 1972. Because of unavoidable delays in the acquisition of 
certain documents, coverage of the literature published in the last few 
months is relatively less complete than the review of earlier work. As 
noted in Chapter 1, the Commission has had access to several thousand 
papers dealing with cannabis. No attempt has been made to reference 
all available documents either in the text or in the selected biblography 
presented. 


The genus Cannabis sativa was initially proposed by the botanist Lin- 
naeus in 1753, although the word cannabis derives from far earlier 
vernacular and scientific usage. The ancient Assyrians, for example, 
named the plant Quonoubou Qunnapu, while the Hebrews called it 
Qanneb, the Arabs Qannob, the Persians Quonnab, the Celts Quannab, 
and the Greeks Kannabas,”°” all of which are synonymous with the 
English term ‘hemp’. (See also the following note.) 


“True” hemp (Cannabis sativa) is sometimes confused with a variety of 
other commercial fibre-producing plants, among these: manilla hemp 
(abaca fibre), sisal hemp (agave sisalana) New Zealand hemp 
(phormium), Mauritius hemp, henequen (agave rigida elongata), all of 
which are leaf fibres. Fibres obtained from the stalks of plants are 
called bast fibres and include: “true” hemp, jute, flax, ramie, sunn 
(‘hemp’), kenaf, urena and nettle.” Cannabis is also not to be confused 
with “Canadian Hemp” (apocynum cannabinum) or other members of 
the general families Cannabaceae or Daliscaceae. Only Cannabis sativa 
contains cannabinoids. 


Other hypotheses regarding the etymology of marijuana include the 
Mexican mari-iguana (referring to the ritual use of an iguana in some 
traditional cannabis-smoking ceremonies). It is also possible that mari- 
juana may have originally referred, in Mexico, to a low grade of wild 
tobacco (nicotiana glauca) or is derived from the Indian word malihua 
meaning prisoner, thus expressing the idea that cannabis takes posses- 
sion of an individual and makes him a prisoner of it. It is certain, 
however, that the word marijuana has been used in North America to 
describe a cannabis preparation since the drug was first introduced to 
the United States and Ganada, 777737737". 8* 


Other general cannabis reviews, presented within the last two years, 
that have been of assistance in preparing this chapter include those by 
Barber,” Bourassa,” Braude et ai.,®” Brill et al.,8 Carr et al.,''? Davidson 
and Barclay,’ Gershon,”’ Goode,’” Grinspoon,’ Hollister,” Joyce 
and Curry,’ Kalant and Kalant,’'' Kaplan,*' Malcolm,” McGloth- 
lin,*''4!3>, Mechoulam,”! Medical World News,” Nahas,* Pillard,™ 
Schofield,“ Smith,”* Snyder,’ Unwin,°* Whitlock. Significant re- 
cent reviews of more specific cannabis topics include those by: Domino 
et al.,'°’ Hardman et al.,>* Mechoulam,™ Skinner,°” Small, Truitt®® 
and Willinsky.°” The following bibliographies of cannabis publications 
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were used in preparing this report: Gamage and Zerkin,”” O. Kalant,” 
Moore,*” Rickles e¢ al.,”! United Nations Division of Narcotic Drugs,” 
United Nations Economic and Social Council (and current supple- 
ments), Waller and Denny.™ In addition, the Documentation Depart- 
ment of the Addiction Research Foundation has provided the Commis- 
sion, on contract, with current cannabis-related publications through 
reviews of bibliographies and computerized journal searches such as 
CAN-SDI and ASCA. 


Cannabis sativa is one of the few plants with psychotropic properties 
which does not contain major active alkaloids. 


Recently at the University of Mississippi, between 300 and 700 pounds 
of manicured marijuana were obtained per acre.'*'”” In India, approx- 
imately 300 pounds per acre was reported.‘ It is not entirely clear why 
the yield was so much higher in Ottawa (1,800 pounds per acre). 


Some information regarding typical marijuana cigarette sizes was ob- 
tained from two Commission projects. Sixteen experimental subjects (all 
regular cannabis users) of one study”! were asked to hand-roll one or 
two ‘joints’ “... like the ones you usually have. Placebo marijuana was 
used and the subjects were aware that the resulting cigarettes would not 
be consumed. Twenty-two cigarettes were produced, which contained 
between 270 mg and 638 mg of material, with a mean of 408 mg and a 
standard deviation of 114 mg. In a separate study,’* 14 subjects were 
asked to record the quantities of cannabis consumed each time they and 
their friends used the drug. The 59 cigarettes reported ranged from 83 
mg to 750 mg of marijuana, with a mean of 329 mg and a standard 
deviation of 146 mg. The figures from these two independent sources 
(but both groups of subjects were primarily from the Ottawa area) 
generally corroborate other less formal estimates”*”** that ‘typical jo- 


‘ints’ in Canada contain about one-third of a gram of marijuana. 


One hundred twelve seizures each of marijuana and hashish were 
selected by examination of R.C.M. Police exhibit reports and were sent 
from the vaults of the Bureau of Dangerous Drugs to the Pharmaceuti- 
cal Chemistry Section of the Department of National Health and 
Welfare. Analyses were carried out by H. D. Beckstead. All of the 
selected seizures which were of an acceptable condition and of an 
adequate quantity were analysed, resulting in a total of 79 marijuana 
samples (including four seizures of plants) and 62 hashish samples. The 
results of the qualitative analyses of these samples are shown in Table 
1(1.B), along with nine marijuana and nine hashish samples seized 
since October 1971 (selected by the analysts of the Pharmaceutical 
Chemistry Section from among those in their possession). 


For purposes of quantitative estimates, seizures which met the follow- 
ing criteria were employed: (1) Less than eighteen months between date 
of seizure and date of analysis; (2) weight of hashish samples between 
0.1 gm and 3 gm, and marijuana samples between | gm and 14 gm, or 
any number of marijuana cigarettes. These quantities were selected as 


being representative of the amounts or forms in which cannabis is 
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ultimately delivered to and consumed by the user. The resulting collec- 
tion was composed of 45 marijuana and 37 hashish items. On analysis, 
one ‘marijuana’ sample and three ‘hashish’ samples were found to 
contain no cannabinoids, leaving 44 marijuana and 34 hashish samples 
reported in Table 2(B.1). The nine recent seizures described above are 
also shown in Table 2(B.2). In addition, samples from the four seizures 
of plants are shown in Table 2(A.2.B). 


These seizures were not altogether representative of national seizure 
totals for 1970-1971 in that Ontario was somewhat under-represented 
and the Prairie and Maritime Provinces were relatively over- 
represented. 


These samples were analysed for the Commission by H. D. Beckstead, 
of the Pharmaceutical Chemistry Division, Department of National 
Health and Welfare. 


These samples were analysed for the Commission by J. Marshman and 
R. Berg of the Addiction Research Foundation of Ontario. 


If we are right in assuming that the effects of THC provide the primary 
reinforcement for cannabis use and, further, that users adjust the 
quantities consumed of various cannabis preparations (of differing 
THC content) accordingly, then because of the higher CBD and CBN to 
THC ratio in hashish, a person using hashish would typically absorb 
several times the total cannabinoids to obtain the same THC dose as he 
would if he were using marijuana. 


Information provided to the Commission by representatives of the 
Canadian pharmaceutical companies involved indicates that Wampole 
Ltd. last produced cannabinoid-containing Hypno-Bromic Com- 
pound ® in December 1954, and Parke Davis and Co. deleted cannabis 
from its Chlor-Anodyne® in 1947. The Commission has been in- 
formed that old stocks of such cannabis preparations exist at present in 
some pharmacies in Canada. 


Doses discussed in this report refer to THC quantities in cannabis 
material before it is smoked. As noted in the text, under most conditions 
less than half of this original dose is actually delivered in the smoke to, 
and absorbed by, the subject. Until smoking techniques are standard- 
ized and/or convenient methods are available for actually assessing 
cannabinoid levels in the body, it seems most reasonable to present dose 
information in the original form with the appropriate qualifications. 


The development of an efficient anti-THC antibody for analytic pur- 
poses could conceivably provide the basis for the development of a 
vaccine which would immunize individuals against cannabis 
effects 24:203:573 


High Purity synthetic A’ THC was dissolved in hexane. Extracted 
alfalfa was added to this solution and the solvent evaporated off. The 
quantities mixed were intended to produce a preparation which con- 
tained 5% THC by weight. Although on analysis a considerable range 
of figures was obtained from different authorized laboratories, the more 
reliable measurements indicated that we were successful in achieving 
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this goal. Similar problems existed in obtaining adequate quantitative 
estimates of the THC content of the marijuana. The more reliable 
extraction and analytic techniques suggested that this material con- 
tained approximately 3% THC by weight. The cannabinoid values 
provided by NIMH with the original shipment indicated that the 
marijuana contained 2.9% THC and 1.1% CBD. The latter value was 
later found to be a clerical error and the original CBD value was 
probably closer to 0.1%. Both the marijuana and THC supplies were 
obtained from the U.S. NIMH (marijuana sample 2-PF-109; THC 
sample SS-C-66906). The original THC sample was indicated to be 
97.3% 1- A°-trans-tetrahydrocannabinol, with the remainder primarily 
CBN and A® THC. These materials were stored frozen under nitrogen 
until used. 

In spite of the great care taken to match the THC content of the two 
cannabis preparations used in Experiment 1,“ limitations in the reli- 
ability and validity of cannabinoid quantitative analytic techniques 
available impose some restrictions on the confidence that can be placed 
on detailed pharmacological comparisons. 


In time production or reproduction tasks, the subject is required to 
generate a given time interval without the aid of external timing 
mechanisms. In time estimation tasks, the subject is asked to judge the 
duration of a given interval. 


Statistical tests based on an analysis of variance were used in some 
instances and non-parametric methods were applied in others. Gener- 
ally, the p < .05 level of significance was employed as the statistical 
criterion. 


A proposal for an international uniform cannabinoid nomenclature 
system was made at a recent cannabis symposium in Sweden.” 
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Chapter 3 


Legal and Illegal Sources 
and Distribution of Cannabis 


3. Legal and Illegal Sources and Distribution of Cannabis 


LEGAL SOURCES AND LEGAL DISTRIBUTION 


The Narcotic Control Act and the Narcotic Control Regulations prohibit the 
distribution and possession of cannabis and cannabis derivatives, except for 
purposes permitted by the Minister of National Health and Welfare, such as 
drug analysis and other scientific research. The details of these provisions are 
described in the section of this report dealing with law and law enforcement. 


Research into the chemical and botanical features of cannabis, as well as its 
pharmacological effects has, as was noted in the Commission’s Interim Report, 
been limited in Canada for many years. In recent months, however, a larger 
number of projects have been approved by the Federal Government, and 
work is progressing on a number of these at the present time. We shall 
consider these projects, as well as Federal policy with respect to research, ina 
subsequent report. 


LEGAL SOURCES AND ILLEGAL DISTRIBUTION 


While cannabis is not legally traded in Canada, its recent availability for 
experimental purposes has created the opportunity for some illicit diversion. 
The Food and Drug Directorate’s marijuana cultivation project at the Experi- 
mental Farm in Ottawa was plagued with minor thefts at the end of the 
summer of 1971. The diversion of legitimately held supplies to illegal con- 
sumption, however, is not significant. 


ILLEGAL SOURCES AND ILLEGAL DISTRIBUTION 


Cannabis is prepared and sold as either marijuana or hashish.) While 
cannabis users may express a preference for one or the other of these 
preparations, they will usually purchase whatever is available. Marijuana was 
more widely distributed in Canada than hashish until fairly recently. Rising 
demand and prices, intensified border surveillance and the problems of 
transporting bulk marijuana have, since that time, led to increased importa- 
tion of hashish; foreign marijuana is now irregularly available in much of the 
country. British Columbia, probably because of its proximity to Mexico and 
the large trans-shipment centres in California, remains generally well sup- 
plied with marijuana. But, except for occasional shipments of foreign mari- 
juana and some domestic cultivation, cannabis smokers in some areas depend 
on hashish imports almost exclusively.” 


Canadian cannabis seizures, as reported by the R.C.M. Police,*!'*"" reflect 
this shift from marijuana towards hashish. While Table 3 illustrates a rise in 
seizures of both cannabis preparations over the past four years, it is clear that 
hashish seizures have increased more consistently and dramatically than 
seizures of marijuana. Furthermore, marijuana seizures include domestic 
cultivation as well as intercepted imports. 
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TABLE 3 


CANNABIS SEIZURES, IN POUNDS, BETWEEN 1968 AND 1971, 
AS REPORTED BY THE R.C.M. POLICE 


Year* Marijuana Hashish 
1968/69 848 83 
1969/70 618 Nara 
1970/71 26925, 826 
1971/72 pi Mel 3,4188 


*Fiscal years, which begin on April 1 and end March 31. 

+Excluding seizures of 26,431 cannabis plants. 

First seven months only (i.e., until October 31, 1971), excluding seizures of 92,978 cannabis 
plants. 


§ First eleven months only (i.e., until February 29, 1972), as reported to date. 


If these quantities of cannabis are converted to their wholesale Canadian 
value (assuming a per pound selling price of $750 for hashish and $200 for 
marijuana), the recent and increasing predominance of hashish is even more 
apparent. Table 4 illustrates the approximate value of these same cannabis 
seizures. 


TABLE 4 


APPROXIMATE WHOLESALE VALUE OF R.C.M. POLICE- 
REPORTED CANNABIS SEIZURES 
BETWEEN 1968 AND 1971 


Year™ Marijuanat Hashish 
1968/69 $169,600 $ 62,250 
1969/70 123,600 878,250 
1970/71 5384004 649,500 
1971772 502,2008§ 2,863,500l 


*Fiscal years, which begin on April 1 and end March 31. 

+Maximum wholesale value, as these seizures include domestically cultivated marijuana which 
is less expensive than imported marijuana. 

{Excluding seizures of cannabis plants. 

eae seven months only (i.e., until October 31, 1971), excluding seizures of cannabis plants. 
First eleven months only (i.e., until February 29, 1972), as reported to date. 
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Furthermore, if we assume that in Canada, on the average, hashish con- 
tains five per cent THC, while marijuana typically contains less than one per 
cent THC (see Chapter 2, Cannabis and Its Effects), then hashish is appar- 
ently from five to nine times as potent as marijuana, despite the fact that it is 
only three to four times as expensive throughout most of the country. 


The Canadian cannabis market, unlike that of heroin, is loosely organized, 
unstable and, until very recently, relatively free of professional criminal 
involvement. Some large-scale importation operations are probably control- 
led or financed by traditional criminal organizations,””* but most distribution 
ventures involve ‘amateurs’ supplementing their conventional income or 
professional smugglers and dealers whose criminal experience is restricted to 
the trafficking in illicit drugs. 


Goode, in discussing the problem of identifying the extent of organized 
criminal involvement in American marijuana distribution, has noted that: 


If we mean by “organized crime”’ a syndicate involving thousands of tightly knit, 
lifelong committed gangsters whose entire livelihood derives from illegal activ- 
ities, then marijuana is not sold, never has been sold, and never will be sold by 
professional criminals. If, however, we mean an independent operation involving 
a score of individuals whose activities are coordinated and who will earn their 
living for a few years from marijuana sales, then it is true that marijuana is often 
sold by professional criminals. Just how much of the total of marijuana con- 
sumed derives from this kind of source is impossible to determine.’ 


In Canada, much the same situation pertains. It is extremely difficult to 
estimate the number of major importing groups in various cities. We have 
had estimates of as few as four or five, although it appears that, in fact, in the 
largest cities and their suburbs there may be as many as 20 groups. Each 
importing group is unlikely to number more than three or four key people 
who derive their incomes virtually exclusively from cannabis smuggling and 
large-scale distribution. Apart from this activity, they are usually not involved 
in professional crime. 


The willingness of cannabis producers in most parts of the world to sell to 
nearly anyone, the hundreds of potential international sources, the absence of 
the need for chemical refinement, and the relatively loose structure of the 
domestic market, make it virtually impossible for any one organization to 
monopolize the distribution system. Any cannabis user (should he be willing 
to assume the legal and financial risks) can, with little effort or knowledge, 
become a marijuana or hashish smuggler. For these reasons cannabis traf- 
ficking can, to a large degree, be seen as a relatively free market system with 
many opportunities for advancement to higher and more sophisticated levels 
of distribution. 


It is widely believed by cannabis users that cannabis distribution is totally 
free of organized criminal involvement. This popular contention is probably 
the result of two conditions of the cannabis market. First, it seems likely that 
if ‘organized’—or any—professional criminals are involved in the distribution 
of cannabis, they are involved only in the upper levels of the enterprise 
(importing and large-scale wholesaling). Second, consumers, in general, are 


rarely party to the operation of any market above the level of their own 
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dealings. Consequently, unless cannabis users have criminal friends from 
whom they purchase the drug (a highly unlikely situation since most consum- 
ers buy their supplies from persons they know socially), they will only come 
into contact with its non-professional criminal personnel. These persons, 
then, will know the market as they see it, and they tend to see it as an illicit co- 
operative devoid of organized criminal elements. Goode has made a similar 
point in discussing the operation of the American marijuana market: 


The typical marijuana smoker has no idea where his marijuana comes from. It 
has been filtered down through so many levels and has exchanged hands so 
many times, that the average user is no more likely to come in contact with a top- 
level seller than would a cigarette smoker with a tobacco auctioneer....The chain 
is long, and the links are many. Each step downward involves a change in 
character of the personnel.”® 


Sources 


Whether cannabis is originally purchased as marijuana or hashish depends, 
to a large extent, on its country of origin. Hashish, which is prepared from 
cannabis and is generally more potent than marijuana, ordinarily comes from 
the Middle East, North Africa and parts of Asia. The major cannabis- 
growing regions in these parts of the world are the Rif mountains in 
Morocco, the mountainous Hermel and Baalbek areas in Lebanon, the foot- 
hills of the Himalayas (the source of Pakistani, Nepalese and Indian [Kash- 
mir] hashish) and Afghanistan.*’' Some hashish is also reportedly produced 
in Mexico.” 


Most of the marijuana entering the North American cannabis market is 
grown in Mexico, particularly in the provinces of Chihuahua, Coahuila, 
Sonora, Sinaloa, Nayarit, Jalisco, Durango, Zacatecas, Michoacan, Guerrero, 
Tamaulipas and Yucatan.*°°°*>?! The Mexican marijuana-growing fields 
are relatively small (one-third to one-half acre) and contiguous to forested 
areas or in hidden valleys. The plants are sometimes cultivated between rows 
of corn to protect them from aerial detection. Persistent attempts to eradicate 
Mexican marijuana cultivation, intensified border inspections, and the explo- 
sive North American demand for marijuana over the past few years, have led 
to the importation of this drug from other countries. Mexico remains the 
most significant source, but smugglers have increasingly turned to Central 
and South America (particularly Panama and Colombia), the West Indies 
(particularly Jamaica), and even parts of Central Africa to meet the spiralling 
North American demand. The Vietnamese war has also opened new cannabis 
routes as Laotian, Vietnamese, Thai and Cambodian marijuana is apparently 
regularly mailed or smuggled into the United States by American soldiers. 
Some of this marijuana eventually reaches Canadian consumers. 


In all of these growing regions, cannabis represents an important cash crop. 
No substitute crop of equal value to the farmers has yet been found. Were 
cannabis not cultivated, these farmers would, in most cases, barely manage to 
subsist; consequently, they strongly oppose any attempts to eradicate what is 
not only a traditional occupation but also, and more importantly, the source 
of their livelihood. 
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The final cannabis source for Canadian users is domestic marijuana culti- 
vation. Cannabis will grow nearly anywhere and wild strains persist across 
the country.! The more psychoactive plants, however, are deliberately culti- 
vated from the seeds derived from high quality imported marijuana. These 
plants are grown at home under artificial lighting systems of various degrees 
of sophistication during the winter months, or carefully planted in window 
boxes or rural areas during the spring.) Late summer harvests provide a 
temporary surfeit of marijuana throughout the country, although most of 
these supplies are judged to be inferior to imported cannabis by experienced 
users. Domestic marijuana cultivation represents an important supplementary 
source of the drug and one that is becoming increasingly significant as 
marijuana imports apparently continue to decline on a per user basis. 


Importation 


Hashish, by virtue of its compactness, is far easier to smuggle across 
international borders than marijuana. Both preparations, however, are rela- 
tively bulky (compared, for example, to heroin or cocaine) and can be easily 
detected by trained customs dogs. Consequently, the commercial importation 
of cannabis, except for very small amounts, is a risky operation that requires 
careful planning and knowledge of both smuggling techniques and safe 
routes. The primary routes of cannabis delivery to Canada are indicated in 
Figure 4. 


Depending on the quantity and quality purchased and the country of 
origin, hashish costs between ten and eighty dollars a pound at its production 
source2®! However, North American importers (especially those who are 
relatively inexperienced or cautious) often buy their hashish in trans-ship- 
ment centres in Israel or Europe (particularly Amsterdam, Paris and London), 
so as to minimize the number of border crossings and avoid suspicious 
immigration stamps in their passports."! Hashish costs between two hundred 
and three hundred and fifty dollars a pound in Europe, but even this price 
still allows the smuggler to at least double his money on return to Canada or 
the United States. Large-scale hashish smuggling operations may involve the 
purchase of hundreds or even thousands of pounds of hashish in the Middle 
East or North Africa which is then transported to North America through 
various strategies. Some of these large shipments are flown close to the 
Canadian and American east-coast borders where they are then ‘dropped’ for 
later pick-up by boats owned or rented by these organizations. Other ship- 
ments are concealed in legally imported large machinery or motor vehicles, 
and some is smuggled into Canada by foreign diplomats whose personal 
property is immune from customs inspection. 


The development of these large-scale hashish smuggling operations is a 
relatively recent phenomenon, probably dating from 1967 or 1968. Until that 
time hashish was usually imported, a few pounds at a time, by individual 
entrepeneurs or small groups of semi-professional smugglers in their late 
teens and early twenties. This style of importation still exists and probably 
accounts for the majority of hashish smuggling operations. The bulk of 
Canadian hashish importation, however, appears to be increasingly control- 
led by adult professional criminals, and the ‘free market-place’ notion that 
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once characterized hashish trafficking is now applicable primarily to the 
lower levels of domestic distribution.” 


Individuals or small groups who participate in the smuggling of hashish 
ordinarily employ two methods of importation. The first involves the per- 
sonal transportation of hashish through customs after disembarking from a 
transatlantic flight or cruise.2! The hashish is usually taped to the person’s 
body and unless a customs inspector is inordinately suspicious the smuggler 
will not be ‘body-searched’. This technique, however, only allows the smug- 
gler to import between five and ten pounds of hashish at a time. For this 
reason some smugglers take the added risk of concealing additional hashish 
in their baggage, particularly in especially constructed false-bottom suitcases. 
Professional importation organizations will often hire ‘runners’ or couriers to 
transport hashish to North America using these techniques; the runners are 
either paid a set fee in advance (per delivery) or receive a per pound or 
kilogram (2.2 pounds) fee upon receipt of the goods by the importer. 


One major importer, in a discussion with a Commissioner, described his 
couriers and their risks in this way: 


His [the courier’s] chances of making it through, unless there is a tip-off, are just 
unbelievably good—I’d say 99% plus. I lost one runner, but that was obviously a 
tip-off; he was hit stepping off the plane—they got him before he even got to 
customs. 


(For couriers] you have to hit a certain type of person—hippies are no good. The 
best people are high school and college drop-outs—fairly straight kids who work 
and smoke a bit.... They don’t really realize the consequences of what they are 
doing. A hippie knows what jail is like and he knows that if they hit you it’s seven 
years... 

[My runners] are worker types; when somebody is making thirty or fifty bucks a 
week they are not really very educated, otherwise a few dollars wouldn’t appeal 
to them as much. 


..using the body-run system I was paying them $500 for the first four kilos and 
$250 for each additional kilo. 


I am willing to use somebody two or three times in the course of...two or three 
months, but after that their nerves start to give out. 


..anybody that is going to run drugs for $750 is a fool...so you can’t really get an 
intelligent runner because an intelligent person wouldn't. 


Not all would agree with this rather harsh judgement of the intelligence of 
runners in general. In fact, some large-scale importers of considerable busi- 
ness acumen began their careers as couriers. 


The second and generally safer method of importation involves the use of 
the mails. The hashish, in this case, is usually hidden in parcels of food or 
hollowed-out souvenirs, or canned to appear as food. It is then mailed to 
someone (who may or may not exist) or to an institutional address in Canada 
and is accepted by the Canadian-based partner or one of his agents. Should 
there be any reason to suspect that the authorities are aware of the package’s 
contents, delivery is not accepted and the police are left in the position of 
having to construct a conspiracy case in order to secure a conviction. The 
Christmas season is considered the most opportune time for such mailings, 
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but hashish importation of this nature continues throughout the year. Some 
distributors regularly import hashish through the mails from European resi- 
dents, telegraphing the necessary funds in advance and co-ordinating the 
entire venture by long-distance telephone calls. Others have established legiti- 
mate importing companies which are then used as a ‘front’ for hashish 
smuggling, the drug being hidden among the declared goods. This style of 
operation has, in many instances, continued in an uninterrupted fashion for 
several years. 


In contrast to the hashish market, the importation of marijuana into 
Canada remains relatively unorganized and unaffected by professional crimi- 
nal syndicates. Most marijuana entering the North American cannabis mar- 
ket is grown in Mexico, and according to one authority, “...no evidence exists 
to support a belief that traditional organized crime—the Mafia—is involved to 
any significant degree in marijuana smuggling.” Marijuana is easily availa- 
ble throughout Mexico and nearly anyone with the right contacts and suffi- 
cient funds can buy as much of the drug as he desires. A ton of marijuana can 
be purchased for between ten and twenty thousand dollars (between five and 
ten dollars a pound) from a Mexican farmer or broker. Smaller purchases, of 
course, are more costly on a per pound basis (as high as forty dollars a 
pound), as are deals in which the Mexican wholesaler assumes the risks of 
transporting the drug to the American side of the border. But, as Mandel has 
noted: 


..acquiring mucho marihuana does not require the capital outlay of behind-the- 
scenes financiers of the Syndicate. To the contrary, the price is right for the 
operation of the free market.” 


According to McGlothlin, an “average of about 3 tons of marijuana per 
day is estimated to be smuggled from Mexico into the U\S....”"“* There are 
primarily three groups involved in this importation. The first, suggests King, 
is composed of traditional Mexican and Mexican-American organizations 
which “...deal in large shipments and are said to account for a major portion 
of the Mexican marijuana smuggled into the United States”.**""! The second 
group of smugglers are young Americans whose expeditions range from 
small-quantity, one-shot ventures to highly sophisticated, regular and well 
financed operations which import marijuana in shipments that rival those of 
the established Mexican-American organizations. Finally there are those 
young American amateurs, mainly tourists and vacationers, who attempt to 
cross the border with small amounts of marijuana concealed in their vehicles 
or on their person. While these amateurs account for most of the border 
seizures, their successful imports represent a very small fraction of the total 
amount of marijuana transported into the United States." 


Only the first two of these groups are involved in the wholesale purchase of 
Mexican marijuana from farmers or their brokers. This harvested marijuana, 
after being compressed into kilogram blocks about the size and shape of cigar 
boxes, is moved by burro from the mountainous growing areas. It is then 
transported northward or to coastal shipping centres by truck or private 
plane. According to Kamstra: 


Before Operation Intercept [September, 1969] the use of cars and trucks was by 
far the most popular method of smuggling. Land traffic has slowed since 
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Intercept, but there are still plenty of smugglers who run the border with their 
vehicles, mainly the big time Mexican/American smugglers who operate along 
the Texas border and who [movel]...tons of weed [marijuana]...with considerable 
elan through a variety of check points and officials, each official taking his “bite’’ 
as the load moves north.”! 


These overland shipments are ordinarily subdivided into smaller lots for 
transport across the California, Arizona, New Mexico or Texas borders, the 
actual importation being performed by hired couriers (‘mules’) who are paid 
a set fee for each delivery. 


Because of the risks involved in driving across the American border, 
marijuana smugglers have increasingly utilized private planes and boats to 
transport their shipments. Kamstra claims that United States Air Force 
trained Vietnam veterans are often employed in smuggling operations involv- 
ing airplanes, and that “It] here are hundreds of small airstrips hacked out of 
the mountains in Mexico and a pilot with a good eye and lots of nerve can 
make it in and out of a strip in fifteen minutes, provided his organization has 
his weed and spare fuel ready.”?' Smuggling by boat is equally popular as 
Mexico’s lengthy and convoluted coastline provides ample opportunities for 
hidden loading operations. Three miles from Mexico these boats are safely in 
‘nternational waters, and in five or six days they reach their pre-arranged 
rendezvous along the Texas or California coast. Once having arrived in the 
United States, the marijuana is driven or air-freighted to its eventual import 
destination where it is subdivided for further sale." 


It is at this stage that Canadian smugglers ordinarily become involved in 
the importation of Mexican marijuana. Some Canadian importers, particu- 
larly prior to Operation Intercept, engaged in the regular wholesale smug- 
gling of marijuana, hiring couriers to cross both the Mexican-American and 
American-British Columbia borders. In a very few instances boats were used 
to move large shipments directly from Mexico to the British Columbia coast. 
This style of operation has generally disappeared and most Canadian import- 
ers now purchase their marijuana in American trans-shipment centres (such 
as San Diego, Los Angeles, San Francisco, Chicago, Detroit, Boston and New 
York) and arrange for its overland transport into Canada at what are thought 
to be poorly guarded border crossings or along back roads that are free from 
regular customs and immigration check points. Marijuana reaching Vancou- 
ver is occasionally driven or mailed to distributors east of British Columbia. 


Small supplies of marijuana also enter Canada through the mails, the same 
techniques as described for hashish being employed. Most marijuana imports 
from Jamaica arrive in this fashion, as do small shipments from parts of 
Central and South America and Africa. Legitimate importing companies 
have also been used to smuggle marijuana into Canada from these more 
exotic locales. Because the distances and risks are identical, however, most 
Canadian importers prefer to smuggle hashish rather than marijuana since it 
is less bulky and guarantees a larger return on their investment.'*"! 
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Once cannabis reaches Canadian dealers, the selling price for various 
quantities is roughly standardized at each distribution level. Imported mari- 
juana is likely to cost less in British Columbia than the eastern provinces and 
the converse may be true for hashish; but, generally speaking, the per unit 
selling price for cannabis shows little variation across the country except in 
times of local shortages or over-supply. 


The estimated market value of marijuana or hashish, as was noted in the 
Commission’s Interim Report (Paragraph 275), is most accurately represented 
by its replacement cost to the individual possessing the drug. Police and other 
officials frequently report the value of cannabis seizures in terms of the 
estimated final selling price. Goode, in commenting on this practice, has 
stated: 


A given bulk quantity of marijuana in a dealer’s living room or garage automati- 
cally is worth less than if it is split up and distributed among his customers. 
Selling marijuana, at least at the dealer-to-user level, is hard work; each deal 
involves a certain amount of moving about and a lot of socializing....The final 
product is saturated with the value of labor. Thus, a dealer’s cache of several 
kilograms is worth the kilogram price....If sold to the customer, ...[a marijuana] 
..cache might eventually earn twenty dollars per ounce..., but the point is, it 
hasn’t been sold to the customer, and it is, therefore, worth correspondingly 
less.7” 


There are at least two, and sometimes as many as seven, levels of cannabis 
distribution between the importer and the final purchaser of the drug, de- 
pending on the initial quantity imported and the risks a dealer is willing to 
assume. Small quantity imports may be sold in pound-fractions or ounces 
directly to consumers or middlemen; but operations involving hundreds of 
pounds of cannabis are more likely to pass from the importer through 
wholesalers, ‘big dealers’ (several pounds at a time), pound dealers, quarter- 
pound dealers, ounce dealers, and quarter-ounce or ‘dime’ (ten dollar) and 
‘nickel’ (five dollar) dealers before reaching the eventual consumer. Every 
subdivision increases the selling price of cannabis as every dealer adds his 
mark-up. A pound of hashish costing forty dollars in the Middle East may, in 
fact, realize sixteen hundred dollars (at twenty-five dollars per quarter-ounce) 
in Canadian street sales. But these profits are almost always dispersed among 
a large number of middlemen who must also subtract their transportation 
costs, expenses and personal consumption from the profit garnered from each 
transaction. 


Importers account for a larger percentage of this cannabis profit than any 
other level of dealer, but they also assume tremendous risks and bear the 
heaviest expenses. Once having arrived in Canada they arrange to sell their 
supplies, ‘cash-on-delivery’, as quickly as possible to local wholesalers. The 
minimum order is usually several kilograms and the wholesalers pay between 
four hundred and six hundred and fifty dollars for each pound of hashish or 
between one hundred and fifty and two hundred dollars for each pound of 
marijuana. In an interview in a Toronto underground paper, one large-scale, 
experienced dealer described a hashish wholesaler’s role in the following 
fashion: 


The wholesaler has a very complicated organization. He does the fronting 
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[consigning]. He fronts it out in blocks of ten to people who sell in pounds. He 
gets paid later. He takes the most risk and the second highest profit... 


(He sells it for] a small differential, $25 to $50 a pound....His particular job is to 
be very quick, to have a lot of trustworthy people he can front it out to as soon as 
he gets it. If he takes 50 pounds and makes $25 on each, he makes $1,250. He 
should be able to do that in a month or less." 


Beyond this level of dealing the pattern of cannabis distribution becomes 
increasingly confusing as dealers purchasing identical amounts may subdi- 
vide their supplies into different units of re-sale, thus producing differential 
profit-margins. Generally speaking, however, pounds of hashish sell for 
between six hundred and fifty and eight hundred dollars, quarter pounds for 
between two hundred and two hundred and fifty dollars, ounces for between 
sixty and eighty dollars, half-ounces for between thirty-five and forty-five 
dollars, quarter ounces for between twenty and twenty-five dollars, and one to 
three grams for between five and ten dollars. Bulk marijuana is not usually 
divided as finely as hashish, and the selling price is significantly less expensive 
on a per-weight basis."’ Pounds of imported marijuana usually wholesale for 
between one hundred and seventy-five and two hundred and twenty-five 
dollars in Canada while ounces (‘lids’) cost between twenty and twenty-five 
dollars, and approximately one-quarter ounce ‘dime bags’ sell for ten dollars. 
Ounces of domestic marijuana will only realize between ten and fifteen 
dollars in the Canadian cannabis market.'"! 


Whether an individual pays the high or low end of the unit price range 
depends on the quantity of cannabis purchased, the quality of the drug, his 
experience in such transactions, and his relationship with the dealer involved. 
In an effort to economize, cannabis users will either buy more marijuana or 
hashish than they would ordinarily consume by themselves (intending to sell 
some of their purchase to friends) or pool their funds with others so as to 
obtain a quantity discount. Goode, in explaining this tendency to purchase in 
larger units of sale, has noted that: 


Economy is part of the motivation; obviously, the larger the size of the purchase, 
the lower the unit cost. It is also to the advantage of the purchaser to minimize 
the number of transactions in which he is involved: the greater the number of 
purchases he makes, the greater the chance of coming into contact with an 
undercover agent and getting arrested. As the user becomes increasingly sophisti- 
cated about the workings of the market and the activities of law enforcement 
agencies, the size of his purchase increases correspondingly.”’ 


Apart from the giving away or ritual sharing of marijuana and hashish 
(both of which legally constitute trafficking), it is apparent that a large 
proportion of cannabis users also sell the drug. Forty-four per cent of 
Goode’s sample of two hundred marijuana users had sold cannabis at least 
once, the most important intervening variables being the frequency and 
regularity of personal consumption.”’ Goode, in describing this confusion 
between user and seller, has commented that: 

Generally, selling must be considered as part of the syndrome of use. It is not 
simply that the user must purchase his drug supply from the seller to consume the 
drug (this symbiotic relationship exists with heroin as well), but that the user and 
the seller are largely indistinguishable; there is no clear-cut boundary between 
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them. A large percentage of users sell, and nearly all sellers use....Selling mari- 
juana, then, to some degree presupposes involvement with the marijuana subcul- 
ture which, in turn, implies at least a moderate degree of use....The difference 
between [using and selling] is simply a matter of degree, since selling is a surer 
indicator of one’s involvement with the drug subculture than is buying or, even 
more so, using. To think of the dealer as preying on his hapless victim, the 
marijuana smoker, as profiting on his misery, is to possess a ludicrously incorrect 
view of the state of affairs.”’ 


Part of the problem of distinguishing sellers from users revolves around the 
fact that many cannabis dealers below the pound level of distribution are 
‘amateurs’ who have other primary income sources. Generally speaking, these 
non-professional cannabis dealers sell marijuana or hashish to cover their 
personal consumption, generate a small supplementary income, or to satisfy 
the persistent requests of friends who have difficulty securing their own 
supplies. These persons almost always deal in small amounts for little or no 
profit, and their sales are to friends and acquaintances whom they have 
known for some time. 


At the other end of the low-level dealing continuum, however, are those 
persons (most clearly represented by ‘street-dealers™"') who always deal for 
profit, and often to strangers or near-strangers.! These low-level dealers 
(some of whom derive their entire income from cannabis transactions) are 
unlikely to earn substantial amounts of money. There is, in fact, very little 
money to be made from cannabis dealing below the pound level of distri- 
bution. Even career ‘street-dealers’ make most of their profits from the sale of 
other drugs. As Mandel has noted, the “...more successful street-pushers in 
fact handle about everything but pot because of its large bulk and small 
profits per deal.’”” Their continued participation in cannabis distribution, 
then, must also be explained in terms of what they define as the lack of 
attractive jobs, the “cloak and dagger” intrigue involved in dealing, and the 
a and status imputed to dealers by members of the cannabis subcul- 
ture?! In return for these monetary and social rewards, a regular cannabis 
seller must deal with the inevitable ‘hassles’ of leakage (underweight pur- 
chases, give-aways, personal consumption, thefts,'*! and sales on credit that 
are never repaid), maintaining a reputation, packaging and delivering, and 
the constant fear of detection and arrest. The monetary return alone does not 
seem to justify the risks or labour involved in this venture—and yet thousands 
of persons continue to participate in low-level cannabis dealing. 


It appears, then, that the differences among those who traffic in marijuana 
or hashish can be best described by referring to their motives for doing so. 
While some supply their less well-connected friends as a favour or as a means 
of financing their own use, others do in fact engage in cannabis distribution 
as a commercial enterprise. The co-existence of these two types of cannabis 
sellers—at every level—makes it difficult to specify who is an entrepreneur and 
who is not. For example, while some persons import marijuana with the 
intention of “setting up a business”’, some do it for other reasons. While, for 
some, a kilogram of hashish is purchased to be divided and resold at a profit, 
others buy that quantity merely for distribution at cost among their friends. 
The quantity of cannabis possessed by an individual, then, is in many cases a 
rather inexact predictor of his intentions vis-a-vis the commercial distribution 
of the drug. 
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NOTES 


Cannabis preparations such as THC are available solely for experimen- 
tal purposes. Canadian ‘street’ samples of this drug have always been 
found to be some non-cannabis substance or another cannabis 
preparation. 


There are probably some groups of persons in every large Canadian city 
who, through various means, are assured of regular supplies of mafri- 
juana. These shipments rarely reach the street, however, and are usually 
too small to affect the overall availability situation. 


In the American midwest there are still thousands of acres of cannabis 
which were originally cultivated for the United States government dur- 
ing World War II as a source of hemp for rope manufacture.“ 


Much of this ‘home-grown’ marijuana is neither marketed nor intended 
to be marketed. Rather, it is generally consumed by its cultivator and 
those with whom he is friendly. Increasingly, however, some persons 
have been cultivating cannabis on a commercial scale. For example, the 
latest Canadian census has found that “...marijuana has become a major 
cash crop for some farmers, representing all age groups, in several 
provinces.”” 


Regular hashish smugglers will occasionally ‘lose’ their passports, en- 
abling them to obtain a new passport free of any indication of the 
frequency or direction of their recent travels. 


Some large-scale importers apparently use Canadian ports of entry as 
trans-shipment centres for hashish destined for the American market. 
Hashish arriving in Montreal and Toronto is regularly transported to the 
United States along border patrol-free roads between Quebec and Ver- 
mont,’ and recently the R.C.M. Police in Red Deer, Alberta intercepted a 
six hundred pound shipment of Afghanistan hashish which had been 
flown from Europe to Edmonton and is said to have been intended for 
Denver, Colorado.”® 


Hashish smugglers will occasionally travel to the West Indies before 
entering Canada or the United States, as it is believed that flights 
originating from these countries are less closely inspected than flights 
from Europe. 


Single shipments in excess of one ton are not uncommon, a single recent 
American marijuana seizure weighed ten thousand pounds.” ” 


American customs officials seized nearly 150,000 pounds of marijuana 
during the twelve months ending June 30, 1971.° If, at best, this 
represents ten per cent of all marijuana border traffic, then it can be 
estimated that nearly eight hundred tons of marijuana illegally entered 
the United States during that year. McGlothlin has estimated that eleven 
hundred tons of “crude” marijuana are annually consumed in the 
United States, but this figure includes domestic cultivation.“ 


Boats have also been used to transport large quantities of Jamaican 
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marijuana to the United States. One recent American case involved the 

seizure of three tons of marijuana which had been shipped from 

Jamaica to Florida and then transported by truck to the New York City 
32 

area. 


The fact that trans-atlantic “youth fares’ are less expensive than regular 
passage to Mexico or Jamaica has also probably contributed to the 
increase in Canadian hashish smuggling and the decline of interest in 
marijuana importation ventures. 


(k 


~ 


Marijuana is, of course, usually less potent than hashish on a per unit 
weight basis and, therefore, is consumed far more rapidly. 


'™] Individual marijuana cigarettes, although often used as the unit of 
calculation for police estimates of marijuana seizures, are almost never 
trafficked in the North American cannabis market. This practice, how- 
ever, was apparently quite common in the 1930s and 1940s.”’ 


— 
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A description of Canadian street scenes appears in the next section of 
this report which deals with North American Patterns of Cannabis Use. 


, °! In regard to this typology of dealers, Goode has observed that: 


...there is an entire continuum between these two types, with mixed characteris- 
tics. But in terms of sheer number of transactions—because the product is finally 
fanning out to the consumer and is, therefore, small in bulk and large in 
SRS ia friendship end of the spectrum is far more common than the profit 
end.” 


McNeill has observed that: 


The dealer commands a certain mystique....He is playing a far more dangerous 
game than the consumer and he is respected for it....Most dealers are proud of 
fine scales, and enjoy the ritual of sifting and weighing their stock. The 
exchange, sometimes involving large amounts of cash and drugs, is the climax of 
the business and may have an 007 sort of intrigue.” 


od 


lp 
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(4) Professional criminals, in such cities as Montreal and Ottawa-Hull, have 
been increasingly involved in the systematic, and often violent, theft of 
hashish from dealers who operate independent of the organized crimi- 
nal distribution network. The victims, of course, suffer the additional 


frustration of being unable to report such thefts to the police. 
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Patterns and Extent 
of Cannabis Use 
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4. Patterns and Extent of Cannabis Use 


SOCIAL HISTORY OF CANNABIS USE IN NORTH AMERICA 


Popular use of cannabis by Europeans and North Americans is a phenome- 
non of the second third of the twentieth century. The development of popular 
North American use of cannabis does not appear to have begun until the turn 
of this century in the southern United States. There was a slow spread of use 
in North America up to the 1950s and 1960s when the incidence of use began 
to increase sharply. This development was followed by the diffusion of 
cannabis use to Europe and areas of European influence and settlement, such 
as Australia and New Zealand. 


Mexican migrant workers are reported to have introduced cannabis smok- 
ing into the southwestern American states by around 1910.” Marijuana 
(originally a Mexican word) had been used in Mexico since at least the late 
1800s and was widely available throughout that country in the first part of 
this century. The Mexican migratory labourers spread the cannabis smoking 
practice to many Mexican-Americans and to some of the cowboys they 
encountered, probably in Texas.””° About 1915 some American soldiers and 
civilians experimented with cannabis after contact with Pancho Villa’s army 
which was reputedly composed of devoted marijuana smokers.” Other Amer- 
ican soldiers were introduced to cannabis in the American controlled Panama 
Canal Zone around 1922.'**4 A United States Army study conducted in 1931 
and 1932 found that 20% of the American personnel in one of the Panama 
bases smoked marijuana.” 


The first American city where marijuana use was a publically identifiable 
social phenomenon was New Orleans, where the drug was introduced about 
1910% and where it had become quite popular by the mid-twenties.'’ This 
development has been attributed to both the diffusion of the marijuana 
smoking practice from Mexican-Americans to blacks” and to the influence of 
visiting American and Latin-American sailors who had experimented with 
cannabis elsewhere.°! Some of these sailors imported the drug to New 
Orleans from such cities as Havana, Tampico, and Vera Cruz, buying it for 
around ten dollars a kilogram (2.2 pounds) and selling it for up to five times 
that amount in the United States.” Throughout the twenties and thirties New 
Orleans served as the major American marijuana distribution centre with the 
drug being shipped up the Mississippi to other large urban areas.'””° Mezz 
Mezzrow, a white jazz musician writing of the American twenties, noted, 
«the real jazz, like the real marijuana, comes from the bayou country.” 


Black jazz musicians were among the first to smoke marijuana in New 
Orleans. Their appreciation of the drug was soon transmitted to their fans, 
fellow musicians, and other lower class urban blacks throughout the United 
States. Marijuana diffusion across racial boundaries to white jazz musicians 
and other members of the entertainment industry and the criminal fringe 
associated with that industry generally occurred in the early 1930s, although 
white jazz musicians in Chicago and Detroit had used the drug at an earlier 
date.” The prohibition of alcohol by the Volstead Act in 1919 is also said to 
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have contributed to the spread of marijuana during the 1920s and early 
1930s.” 


The use of marijuana was also noticed in Canada during the 1930s. 
According to an article in a 1934 edition of the Canadian Medical Associa- 
tion Journal, marijuana was being used in Ottawa, Toronto, Montreal and 
Windsor and was reported as being “...very popular on the Pacific coast”’.® 
The drug was usually imported from such places as Detroit, New York, 
Kingston (Jamaica) and West Africa, and was sold at prices of around one 
dollar for a marijuana cigarette.® 


The use of cannabis was prohibited in Canada through its inclusion in the 
schedule of the Opium and Narcotic Drug Act, 1923. However, some medici- 
nal preparations containing cannabis were still available for a number of 
years; several over-the-counter remedies (primarily cough syrups and corn 
removers) were sold until 1939 and a few prescription compounds were 
available until the 1950s. (See previous chapter, Cannabis and Its Effects.) 


In 1938 Fiorello La Guardia, as mayor of New York, asked the New York 
Academy of Medicine to inquire into the use of marijuana in that city. The 
report of the committee that was subsequently appointed, popularly known as 
the La Guardia Report, was published in 1944. The summary of this report 
states: 


...the Committee came to the conclusion that marijuana distribution and usage is 
found mainly in Harlem, the population of which is predominantly Negro and 
Latin-American, and to less extent in the Broadway area....The local supply 
comes from individual peddlers and from “tea-pads”’, which are establishments 
for marijuana smoking...a conservative estimate being that there are some 500 
peddlers and 500 “‘tea-pads”’ in Harlem. 


The marijuana users with whom contact was made in this study were persons 
without steady employment. The majority fall in the age group of 20 to 30 years. 
Idle and lacking initiative, they suffer boredom and seek distraction. Smoking is 
indulged in for the sake of conviviality and sociality because it affords a 
temporary feeling of adequacy in meeting disturbing situations. 


The confirmed user smokes 6 to 10 cigarettes a day. The effects are easily 
recognized by the smoker, the desirable stage being what is known as “high’’. 
When this is reached the smoking is stopped... 


In most instances, the behavior of the smoker is of a friendly, sociable character. 
Aggressiveness and belligerency are not commonly seen.... 


The marijuana user does not come from the hardened criminal class and there 
was found no direct relationship between the commission of crimes of violence 
and marijuana...” 


Prior to the Second World War marijuana smoking in the United States 
was primarily restricted to underpriviledged, minority and marginal groups 
such as Mexican- and Spanish-Americans, blacks, sailors, musicians, crimi- 
nals, and a few individuals on the bohemian fringe.””*” During World War 
II, however, many soldiers of middle class origins were introduced to can- 
nabis through their association with marijuana smokers in the American 
Army.” Their return to college campuses under the G/ Bill at the conclusion 
of the war further contributed to the spread of marijuana use. The acceptance 
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and publicizing of the drug by members of the Beat movement (including 
such widely read authors as Jack Kerouac, William Burroughs and Allen 
Ginsberg) during the fifties, and the accompanying growth of a white middle 
class audience for jazz music also played a role in the diffusion of cannabis- 
SMOKING: a ou ™ Polsky has even suggested that: 


The “beats’” most enduring imprint on American culture appears, in retrospect, 
to have been precisely this diffusion of marijuana use to many circles of middle- 
and upper-class whites outside the jazz world.” 


By the early sixties marijuana use was well established in many American 
universities and among many high school aged youths. In Canada, however, 
cannabis use was still rare. One study sponsored by the Narcotic Addiction 
Foundation of British Columbia states that marijuana smoking was en vogue 
among aspiring artists in Greater Vancouver around 195 8.” But in 1961 an 
article in Addictions (a journal published by the Addiction Research Founda- 
tion of Ontario) was still able to report that marijuana “...does not appear to 
be a problem [in Canada]’.” To some degree, however, this conclusion may 
have been a consequence of the clandestine use of the drug and of the paucity 
of media attention. The authors of one field study of marijuana use in the 
Toronto area (conducted in late 1965 and early 1966 but designed to cover 
the previous five years) estimated that there were 2,900 cannabis users in the 
city.° Based on their extensive interviews with one hundred persons they 
reported that this population was composed of three categories of users: “The 
Beats”, who were usually under twenty-five and inhabited “the Village” 
section of downtown Toronto; “The Swingers”, who were mainly criminals, 
members of the criminal fringe and entertainers between the ages of thirty 
and forty-five; and “The Squares”, who were upper-middle class, well-edu- 
cated professionals between thirty-five and fifty years of age. These research- 
ers suggest that the development of marijuana smoking by the beats had been 
primarily responsible for the doubling of the population of cannabis users in 
Toronto between 1960 and 1965. But it is apparent, from their data, that 
there was considerable marijuana use in Toronto in the early and mid-fifties. 
They found, for example, that “‘...65% of the [Swingers] had used Marihuana 
for at least ten years” and the Squares “...reported that they had experi- 
mented with Marihuana in various parts of North America and Europe for 
the past ten years.”’ 


The American involvement in the Vietnamese War has been another factor 
in the rapid proliferation of cannabis use in the United States during the past 
few years. Widespread consumption of cannabis among American forces in 
Vietnam, where potent marijuana is readily and inexpensively available, first 
came to public attention in 1967. A survey conducted among enlisted men at 
that time found that just over 30% of the respondents had used marijuana 
and that nearly two-thirds of these began their use while in Vietnam.” While 
extent of use estimates have ranged as high as 75%,” a recent and reliable 
United States House of Representative Armed Services Special Subcommittee 
report stated that between 50 and 60% of the soldiers stationed in Vietnam 
had at least experimented with marijuana.” 


By the mid and late sixties—due, in part, to the evolution of the psychedelic 
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ethos, the growth of underground newspapers, and the mass media’s atten- 
tion to the drug—cannabis use had spread to most sectors of American 
society. This diffusion process was repeated in Canada by the end of the 
decade. 


Throughout the United States (particularly the southern and west coast 
states) and British Columbia the most commonly used form of cannabis is 
marijuana. In eastern Canada hashish predominates, and marijuana (except 
during the early autumn when illicit domestic crops are harvested) is increas- 
ingly less available in quantities sufficient to meet the local demand. Hashish 
was reported as the “most readily available” drug by three times as many 
Canadian cannabis-using university students as those who named marijuana 
as the “most readily available’, British Columbia being the only region where 
marijuana was claimed to be more easily available than hashish.” In the 
Commissions’s high school survey a nearly equal number of cannabis-using 
students reported that marijuana was as available as hashish nationally and, 
regionally, in the Atlantic and Prairie provinces and Quebec. Most Ontario 
respondents, however, stated that hashish was more “readily available” than 
marijuana while the reverse was true in the case of British Columbia.* 
Hashish, of course, is usually several times more potent (and expensive) than 
marijuana on a per unit weight basis, but the patterns of use, the social _ 
characteristics of the users, the effects of the drug, and the avenues of 
initiation are essentially the same for both. 


THE SOCIAL CAREER OF THE CANNABIS USER 


Becker'*! has discussed the processes by which individuals come to experi- 
ment with cannabis and by which some come to be regular users.'''”!? He has 
applied the concept of ‘social career’ to the phenomenon of cannabis use. He 
posits a sequence of three stages that may be passed through—beginner, 
occasional user and regular user—and attempts to explain the necessary 
conditions for movement in either direction between the stages. In this 
discussion, we will, to a large extent, make use of Becker’s model. 


Becoming a cannabis user depends on a willingness to try the drug. While 
novices may be initially apprehensive about such experimentation, they have 
all previously heard about marijuana or hashish, and the primary motivation 
for initial use in North America is overwhelmingly reported to be curios- 
ity.10712731,44.48.49.978 A willingness to try cannabis, however, is only likely to 
develop, Becker suggests, if an individual effectively deals with three mecha- 
nisms of social contro] that may restrict his career advancement: limited 
availability, the need for secrecy, and public definitions of the act which 
render it immoral. The user’s progression through the various cannabis career 
stages depends on his successfully neutralizing these controls. 


At one time, beginning a cannabis career required gaining access to a 
relatively esoteric and unconventional group through which the drug could be 
obtained. The present widespread use of marijuana and hashish has reduced 
the need for such affiliations, and availability does not now constitute a major 
problem for those who are willing to try the drug, particularly for those living 
in large urban communities. Cannabis products are readily available in most 
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high schools and universities”! and regular users (who can serve as likely 
sources of supply) are publicly recognized as such. One survey (specifically 
designed to test Becker’s hypotheses) conducted among one hundred and 
thirty-six randomly selected students at Sir George Williams University in 
Montreal in 1969 found that nearly two-thirds of the non-cannabis using 
students knew someone from whom they could obtain marijuana or hashish.' 
Only ten per cent of these non-users “felt that it was impossible to obtain 
marijuana” while thirty-five per cent of these same students stated that 
cannabis would be “very easy” to secure. Consequently, it appears that active 
participation in a cannabis-using group is no longer a prerequisite for initial 
experimentation, although most persons still try the drug in a social rather 
than private setting. 


A second condition a beginner must overcome if marijuana or hashish use 
is to be risked is the fear that one may suffer negative sanctions as a 
consequence of others discovering his cannabis consumption. This need for 
secrecy, which a novice may feel makes such a course of action inexpedient, is 
challenged, in Becker’s words: 


...by the sight of others—more experienced users—who apparently feel there is 
little or no danger and appear to engage in the activity with impunity....Participa- 
tion with other users thus furnishes the beginner with the rationalizations with 
which first to attempt the act.” 


The widespread use of drugs in North American high schools and universities 
and the increasingly tolerant attitude displayed by officials in these institu- 
tions (particularly, but not exclusively, at the college level) has generally 
diminished the need for secrecy; those prone to react negatively have, in the 
past few years, been reduced, for students, almost exclusively to parents and 
the police. Cannabis use is still rarely public or publicized, but the fear of 
exposure and the need for deliberate concealment of the experience is no 
longer a matter of major concern, even for beginners.” 


Conventional attitudes which characterize drug users as irresponsible and 
irrational must also be neutralized if one is to try cannabis. This concern on 
the part of the potential user, like the other mechanisms of social control 
which restrict such experimentation, seems to have recently lost much of its 
inhibitory force for many of our people, particularily the young. The dimin- 
ishing impact of conventional morality is likely due, in the first place, to the 
fact that marijuana and hashish smokers are viewed differently from ‘hard 
drug’ users by most young people! and, in the second, to their direct 
knowledge of cannabis-using friends and acquaintances who do not exhibit 
socially or personally adverse effects as a consequence of their consumption. 
As most cannabis beginners are initiated by experienced friends and many 
have had an opportunity to witness actual use by others prior to their own 
first use (approximately 30% of the non-using population according to one 
American survey”), the traditional wisdom regarding the effects of the drug 
is challenged and, very often, successfully overcome. By way of illustration, 
the Sir George Williams University survey found that only 10% of non-users 
claimed ‘immorality’ as their primary rationale for abstention, and the 
authors of this study concluded that “[t]he control of immorality...cannot be 
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viewed as an active obstacle to participation in the counter-institution [of 
cannabis-smoking].”"! 


Goode has suggested five interrelated factors, independent of opportunity, 
that affect the likelihood of an individual trying cannabis: 


(1) The initiate’s perception of danger (or the lack thereof) in marijuana use; 
(2) His perception of its benefits; 

(3) His attitude towards users; 

(4) His closeness to marijuana’s endorsers; 

(5) His closeness to the individual trying to turn him on.”! 


Forty-six per cent of Goode’s 200 marijuana-using respondents had, in fact, 
refused opportunities to try marijuana prior to their actual initial use, the first 
and last variables (that is to say, the initiate’s perception of relative danger 
and his closeness to his initiator) being the ones most often cited as inhibiting 
factors. In this regard, ‘trust’ in the person(s) offering the drug is often 
reported as a major factor in the decision to try cannabis.” 


First use, when it does occur, is almost always a social event (usually 
involving close friends who are experienced users) and generally takes place 
on weekends or in the evenings in a residential location. According to the Sir 
George Williams University survey, nearly two-thirds of the cannabis-using 
students reported that they “felt no different than at any other time” on the 
occasion of their initial use, while only 17% reported any familial or personal 
problems or feelings of depression or unusual boredom at that time. ped sts 
initiation process is often viewed as a highly significant event in the. lives of 
those who become regular users. It is, as Goode suggests: 


...a kind of milestone, a rite de passage; it is often seen as a part of “growing up” 
for many adolescents....Its porn in one’s life is overshadowed only by (and 
is similar to) losing one’s virginity.” 


Continuation of cannabis use beyond the initial stage is dependent on an 
individual’s completion of a normal, but essential, learning process. While 
cannabis is smoked for pleasure, enjoyment is neither immediate nor auto- 
matic. Initially, a elisa technique must be mastered so that the desired 
‘high’ can be achieved." The learning of the correct inhalation procedure 
(which is usually quite different from cigarette smoking), so as to produce the 
symptoms of the cannabis ‘high’, constitutes the first step to becoming an 
occasional or regular user. Many regular users report that they did not get 
‘high’ during their first few trials but most, if they learn the modes of effective 
inhalation through personal instruction, popular media presentations," or 
observation and imitation of other users, will eventually experience the effects 
of the drug. 


Since these effects are very rarely self-evident, the perception of them as the 
‘high’ is a second step in this conversion process. So not only must a new user 
learn how to correctly administer the drug, but he must also learn, generally 
through participation with more experienced users who help him to such a 
perception, to recognize the effects of the drug and relate them to his use of 
cannabis. 


Continuation, beyond the experimental stage, is dependent on one further 
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condition, a third step. Since cannabis smoking may not be inherently plea- 
surable, the novice user must usually learn to enjoy the effects he has come to 
recognize as cannabis-induced. Such learning is the result of early cannabis 
‘highs’ being interpreted as pleasurable, according to group definitions. Since 
the naive user may initially perceive the drug’s effects as frightening or at 
least ambiguous, a redefinition of the sensations as pleasurable is a necessary 
condition for continued use by these persons. This redefinition usually occurs 
through interaction with more experienced smokers who minimize the seri- 
ousness of unpleasant feelings, assure the novice of their ephemeral nature, 
and direct his attention to the more immediately pleasurable effects. As 
Becker has noted, “[t]he taste for such experience is a socially acquired one, 
not different in kind from acquired tastes for oysters or dry martinis.” 


Assuming its availability, becoming a cannabis user thus depends on a 
willingness to try the drug, learning how to smoke so as to produce the 
desired sensations (the ‘high’), learning to recognize the ‘high’, and learning 
to enjoy these effects and to define them as pleasurable. This procedure is 
essentially the same as any normal learning process through association with 
others and, given availability of the drug, “it becomes apparent”, as Matza 
has observed, “that anyone can become a marijuana user and that no one has 
i 


Many cannabis users do not continue their consumption beyond the begin- 
ner’s stage. It is difficult to state what proportion of those who experiment 
with cannabis do not persist in their use of this drug, but several surveys have 
indicated that between 20 and nearly 50% of those respondents who had ever 
used cannabis discontinued such use after a few trials.'°*“°’"' The Commis- 
sion’s own survey research found that just over one-quarter of those univer- 
sity students who had smoked cannabis had stopped use within one academic 
year, or in less than nine months.” The lack of longitudinal studies of 
cannabis users, however, makes it impossible to determine whether the ab- 
stention patterns reported in these surveys were permanent or a function of 
the particular points in time at which the surveys were conducted. 


The Sir George Williams University (S.G.W.U.) survey and other investi- 
gations have found that the termination of cannabis use at the beginner’s 
stage often appears to be a consequence of not appreciating or learning to 
appreciate the effects of the drug, being predisposed to resist its effects, or the 
result of having satisfied a mild curiosity. The S.G.W.U. survey, for example, 
found that 95% of those who had stopped using cannabis (over 90% of these 
persons having done so “after only a handful of instances in the duration of a 
week or two”) explained their abstention by describing the experience as 
ineffectual or uninteresting.” Biernacki and Davis, based on their study of ex- 
marijuana users in San Francisco, further suggest that beginners may also 
terminate their use of cannabis as a consequence of perceived effects that are 
subjectively defined as unpleasant or, in some instances, as a result of the 
using situation or fellow smokers being viewed negatively.'° 


Marijuana or hashish users who have learned to enjoy the ‘high’ often 
progress to the occasional user career stage. This stage is characterized by the 
irregular or chance use of cannabis, the individual’s consumption pattern 
being a function of the drug’s availability. When others offer him cannabis he 
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may smoke it, but he probably does not go out of his way to procure the drug, 
nor does he attempt to ensure a constant or regular supply (or ‘stash’) for 
himself. The need for secrecy, however, may still be a source of some concern; 
but through participation with other users, an individual, in Becker’s words, 
**.comes to realize that, although it may be true that sanctions would be 
applied if non-users found out, they need never find out.” Prudence, discre- 
tion, and an absence of bad luck are usually sufficient to guarantee that the 
occasional cannabis user will not experience public exposure. 


Continued interaction with other cannabis smokers also provides the occa- 
sional user with a set of justifications to overcome the influence of conven- 
tional morality. Use of the drug is rationalized as relatively innocuous or even 
beneficial, and his occasional use pattern assures the user that he is in control 
of the drug. 


It is probable that about half of those Canadians who have used cannabis 
are, or at some time were, occasional users. Some of these terminate their 
cannabis use at this stage, usually as a result of changes in their life-situation 
or those of their smoking acquaintances (such as marriage or a change in 
residence or job) rather than as a consequence of any deliberate decision.'° 
Others, however, progress to more regular patterns of consumption. These 
persons, because of their systematic and regular smoking patterns, require a 
more stable source of supply than users dependent on chance developments. 
Procuring such a supply ordinarily assumes the puchase of marijuana or 
hashish from a ‘dealer’. At one time such purchases required direct in- 
volvement in a cannabis-using group through which one could gain an 
introduction to dealers, having established oneself as trustworthy. While such 
considerations are no longer as important in securing a cannabis supply, it 
remains true that most regular users associate primarily with other users and 
are at least peripherally involved in a drug-using scene. 


Whereas secrecy may have been almost a necessity to regular cannabis 
users as recently as five years ago, for many today public exposure is no 
longer a major source of anxiety. The fear of arrest still exists for some 
regular hashish and marijuana smokers, but in most Canadian cities illicit 
drug users believe that the attention of the police is primarily directed 
towards traffickers and users of more socially disapproved drugs such as 
heroin and LSD. Consequently, many cannabis users, despite the fact that 
they present themselves as such, feel relatively safe, although they continue to 
exercise caution in regard to their locations of actual use. 


Most regular users, however, particularly those who live with their parents 
or have conventional jobs, are probably anxious about being publicly identi- 
fied as cannabis users. Concealment of their use, not only from the police but 
from anyone else who may censure them, is a matter of continual concern. 
The risk of such disclosure is most often controlled through the compartmen- 
talization of the user’s daily activities so that cannabis use is reserved for 
those settings where potentially disapproving non-users are unlikely to in- 
trude. Consequently, the more routine and frequent an individual’s cannabis 
use, the more he is likely to reduce his social contacts with non-users. Since 
such interaction, however, can rarely be eliminated totally, the regular user 
will have to develop additional protective techniques, beyond avoidance, if he 
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is to continue this style of use. Becker, in discussing one mode of resolving 
this dilemma, suggests that the user learns: 


...to control the drug’s effects while in the company of non-users, so that they can 
be fooled and the secret successfully kept even though one continues participa- 
tion with them.... 


The typical experience is one in which the user finds himself in a position where 
he must do something while he is high that he is quite sure he cannot do in that 
condition. To his surprise, he finds he can do it and can hide from others the fact 
that he is under the drug’s influence.” 


Regular consumption of cannabis may lead to some anxiety in the user 
regarding the possibility that he is dependent on the drug or that his 
continual use of it interferes with his routine obligations or activities. For a 
very small minority of regular users these concerns are sufficient to lead to a 
decrease or termination of cannabis consumption. Most users, however, either 
abstain for a few days to test their possible dependence on the drug or satisfy 
themselves from personal experience that their use of the drug does not 
produce effects to which they object. In those situations where adverse effects 
do occur, users appear to either deliberately control future consumption or 
view their cannabis-related activities as more important or meaningful than 
those displaced by such use. 


Goode suggests that, “['w]e may take it as an axiom that everywhere and at 
all times, marijuana is smoked in order to attain the high.’”' While this is 
certainly true, regular users’ rationales for their continued consumption of 
marijuana or hashish are somewhat more complex. Besides the production of 
the ‘high’, the most frequently mentioned reasons for continued use are the 
attaining of pleasure or an improved mood; the relief of tension and depres- 
sion or as an adjunct to relaxation; heightened awareness, perception, or 
sensitivity; increased sociability or fellowship; and to assist in introspective or 
reflective pursuits.*°5*!° 


Continued, regular consumption of marijuana or hashish, as is the case 
with experimental and occasional use, depends on a favourable interpretation 
of the cannabis-induced ‘high’. Some experienced cannabis users have suf- 
fered acute anxiety or depression reactions to cannabis smoking, usually as a 
consequence of ingesting more cannabis than they ordinarily use or as a result 
of using cannabis that is more potent than they anticipated. Adverse reactions 
may also occur, however, as a function of drug mixtures (cannabis and 
alcohol or some cold pills, for example) or anxiety-producing settings, moods 
or companions. The user, on such occasion, may decide to exercise more 
caution in the future (by reducing the amount or frequency of his consump- 
tion, or by avoiding those situations or persons likely to precipitate adverse 
sensations), or he may decide that the experience is no longer capable of 
producing pleasure. If the latter occurs, the smoker may cease using cannabis 
permanently or until such time as he redefines the drug as potentially 
pleasurable once again. Deliberate abstention from use of this drug on the 
part of regular smokers may also occur as the result of a personal crisis which 
causes an individual to question his lifestyle and identity as a drug user. If 
continued consumption is felt to be detrimental to, or in conflict with, his 
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preferred existence or self-image, his cannabis use may be deliberately 
arrested.'° 


Biernacki and Davis, in discussing the complexities of voluntary abstention 
from cannabis consumption, suggest that: 


...the reasons, conditions and processes of termination appear to be inextricably 
tied in with the levels and styles of use to which [the user has] put the drug. And, 
to complicate the equation further, both prior mode-of use and manner of 
termination seem...,in turn, to be intimately related to the general life career 
pattern of the individual, most especially the range and depth of his commit- 
ments and involvements in such other institutional spheres as work, school and 
family.’° 


Continuation of use (given availability of the drug), is for most cannabis 
smokers, however, contingent on the user being able, in Becker’s words, “...to 
answer ‘Yes’ to the question: ‘Is it fun?””” 


LEVELS OF CANNABIS USE 


Many investigators of cannabis smoking have attempted to develop catego- 
ries with which to differentiate users. Some define these classifications in 
terms of total number of uses of the drug (often within a fixed time period 
such as six months or a year). Others utilize a set of frequency-per-unit-time 
criteria, such as times per week or times per month. Still others define 
categories by means of descriptive adjectives, with highly variable criteria. 
Thus, the following labels have been employed to describe use patterns of 
cannabis or cannabis and other drugs: occasional, casual, light, experimental, 
intensive, recreational, taster, once, non-continued use, irregular, first use, 
infrequent, beginner, limited, moderate, regular, habitual, frequent, heavy, 
light-moderate, moderate-heavy, interstitial, psychedelic subcultural, profes- 
sional pothead, frequent intensive, seldom, often, early use, head, addictive, 
moderate-mixed drug, extreme, seekers, fairly heavy, continuing heavy, pro- 
longed heavy, regular heavy, and chronic. Some studies, in fact, do not 
specify criteria and others distinguish between users on the basis of such 
factors as subcultural involvement, availability of a source, meaning of the 
experience, and combinations of drugs used. 


Terminological diversity of this nature renders it very difficult to compare 
the findings of various studies. Some user distinctions, however, are required 
since the meaning or significance of the phenomenon for any individual is 
closely associated with both the social context of his cannabis use and the 
frequency with which he uses the drug. For these reasons, in this section we 
set out a typology of cannabis users based, primarily, on frequency and 
regularity of consumption. It should be recognized, however, that frequency 
and regularity of use are continuous rather than discrete variables, and that 
the levels-of-use categories are arbitrarily constructed for purposes of 
analysis. 


Cannabis smokers who have learned to recognize the ‘high’ and to experi- 
ence it as a state sufficiently desirable to warrant continued use of the drug, 
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(in other words, post-experimental users), may be divided into three catego- 
ries. These categories are related to the post-beginner stages of the cannabis 
career described earlier and, as such, can be conceived of as identifiable 
gradations of increasing personal involvement with drugs and drug-related 
activities. There is no reason to believe, however, that a marijuana or hashish 
user remains permanently tied to any particular level of use. 


The first level of continued consumption can be called occasional use. The 
pattern of use, in this case, is episodic and fortuitous, the individual’s 
consumption being dependent on chance developments (usually invitations to 
share others’ marijuana or hashish) since he does not ensure control of drug 
supplies in order to establish a regular consumption pattern. Although the 
occasional user maintains an interest in or, at least, an openness to cannabis 
use, his marginal status with reference to drug-using groups and his failure 
(or inability) to ensure a relatively regular, personal supply severely limit his 
involvement with the world of drugs. Cannabis, for the occasional user, is a 
pleasant diversion, but its use is not deliberately pursued as it is of little 
importance in his life. 


Although there are marked variations in the frequency criteria employed 
by different surveys, for comparative purposes occasional users are here 
defined as those who consume marijuana or hashish once a month or less. 
More cannabis smokers surveyed by the Commission fell into this category of 
use than any other. Twenty-nine per cent of Canadian cannabis-using second- 
ary school students, 39% of the cannabis-using university students and 46% of 
those cannabis users interviewed in the national household survey can be 
defined as occasional users.****’ Some of these persons, of course, are not 
stabilized occasional users. But what proportions will discontinue cannabis 
use or progress to increased levels of consumption cannot be ascertained at 
this time. 


The second and third levels of use both involve the regular consumption of 
cannabis, and both, consequently, depend on the user’s establishing a rela- 
tively reliable marijuana or hashish source. The first type of these regular 
smokers can be referred to as moderate-regular users.) Biernacki and Davis, 
in discussing this style of use, noted that: 


The most distinguishing characteristic of this mode is that use is regulated or 
scheduled so that the perceived effects or after-effects of the drug do not interfere 
with other activities in which the user is engaged. That is, the [moderate-regular] 
user finds the use of marijuana pleasurable, but also defines it as incompatible 
with other investments and commitments emanating from his total life situation 
....[{Consequently] his use of the drug is typically restricted to leisure settings and 
hours.'° 


These moderate-regular users may limit their consumption to special occa- 
sions or may use the drug as frequently as several times a week. For analytical 
comparisons, however, this category has been defined so as to include all of 
those persons who regularly use cannabis more than once a month but not 
more than once a week. According to the Commission’s surveys, nearly 29% 
of the cannabis-using high school students and 22% of those in university are 
moderate-regular users.**” 


’ 
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Individuals smoking cannabis at the moderate-regular level generally do so 
freely and non-compulsively in a recreational context.”*'”*° With this style 
of use, persons usually smoke as an aid or adjunct to (rather than replacement 
of) their participation in or enjoyment of such activities or events as movies, 
concerts, small parties, sex, music and meals. While such individuals are 
definitely involved in a drug-using milieu, the use of cannabis itself is not of 
primary importance, and the drug has a relatively superficial impact on the 
user’s life. Other drugs, particularly the hallucinogens, may be tried (although 
this is certainly not inevitable), probably as a natural consequence of greater 
involvement in milieus where such drugs are available and their use ac- 
cepted.”**"*” Such use, if and when it does occur, is likely to be of a 
moderate, experimental nature.” 


The third pattern of cannabis consumption is heavy-regular use. This level 
of use, for our purposes, includes all those who regularly smoke cannabis 
from twice a week to several times a day. Only 6% of the cannabis-using 
Canadian high school and university students surveyed by the Commission 
used the drug as frequently as several times a week, and an additional 1% of 
the cannabis-using high school students and 3% of the cannabis-using univer- 
sity students claimed to smoke every day.” 


For heavy-regular users cannabis constitutes a focal, undisguised part of a 
lifestyle. Marijuana or hashish is smoked casually, without scheduling or 
ritualization, the drug being incorporated into daily behaviour and experi- 
ence. For some, smoking may begin upon arising each morning and continue 
throughout the day,” but this is a relatively rare style of use. The heavy- 
regular user, unlike cannabis smokers who indulge less frequently, generally 
demonstrates little concern with secrecy or concealment.” This is most likely a 
result of his reduction or elimination of social contacts with conventional 
society and his nearly complete involvement with other drug users and the 
illicit drug market in which he is often an active participant.*"°7?!” 


The exclusive consumption of cannabis on a daily basis is relatively unusual 
in North America, as individuals who use marijuana or hashish this fre- 
quently are ordinarily involved in a pattern of multiple-drug use. Several 
studies have demonstrated an association between the heavy smoking of 
cannabis and the occasional use of hallucinogens,’"™ and every recent survey 
of young users of opiates and amphetamines has found almost universal prior 
(and occasional-continued) use of cannabis substances. While use of these 
other drugs is, in most cases, temporary or episodic, these heavy-regular 
cannabis users express a stronger commitment to the continued use of mari- 
juana or hashish than any other category of users.” For these individuals 
cannabis use has become a normal aspect of their everyday life, an integral 
part of their routine existence. 


CANNABIS-USING POPULATIONS 


Marijuana and hashish are smoked primarily, although certainly not exclu- 
sively, by the young—university and high school students and others in this 
age bracket no longer attending academic institutions. During the mid-sixties 
Canadian cannabis use was concentrated on college campuses. Since then, of 
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course, the practice has widely diffused to high school students and the adult 
world as well as to ‘hippie’ or ‘street’ persons. University students, however, 
continue to have a higher incidence of use than any other institutional 
population, and the Commission’s survey of this population suggests that the 
proportion of cannabis smokers in Canadian colleges is still rising. 


Suchman suggests that the behavioural and attitudinal differences that he 
found to exist between university cannabis users and non-users reflect a recent 
cultural development among North American youth.” For Suchman, mari- 
juana use is seen as only one component of a newly evolving value system 
which has been termed the “hang-loose ethic’. The position was initially 
advanced by Simmons and Winograd: 


One of the fundamental characteristics of the hang-loose ethic is that it is 
irreverent. It repudiates or at least questions, such cornerstones of conventional 
society as Christianity, “my country right or wrong”, the sanctity of marriage and 
pre-marital chastity, civil obedience, the accumulation of wealth, the right and 
even competence of parents, the schools, and the ene mute to head and make 
decisions for everyone—in sum, the Establishment. 2 


While it remains true that college cannabis users and non-users can be 
socially differentiated by a number of variables, the extreme differences noted 
by Suchman apropos of the “hang-loose ethic” are not as likely to be found 
today as they were at the time of his survey in 1967 because of the rapid 
spread in use of the drug and acceptance of the ethic since that date. 


Apart from some minor variations in the conclusions reached by various 
investigators of university cannabis users, there has emerged, generally speak- 
ing, a consistent portrait of the social characteristics of these students. Dr. 
Joel Hochman, in testimony delivered to the California State Assembly in 
March of 1971, summarized his own extensive research while presenting the 
following description of the differences between cannabis users and non-users 
on contemporary college campuses: 


In summary, our findings, which have since been affirmed by other investigators, 
largely failed to discriminate users from non-users in their achievement or 
adaptation... 


...we, and others, however, have determined that there have been definable 
differences between users and non-users of marijuana with regard to their 
personalities and values. Most simply, users have been more alienated, anti- 
authoritarian, now-oriented, stimulus seeking, self-critical, dissatisfied and non- 
traditional than non-users. They have also been more politically active and 
liberal. Further, they have also been more sexually experienced, far less likely to 
be living at home, more likely to be living communally or cohabiting without 
benefit of matrimony. Finally, they have been definitely inclined to experiment 
with a wide variety of drugs, though no regular pattern of use occurs except the 
use of marijuana. However, the reason I use the past tense is important. Evidence 
is rapidly accumlating which indicates that as the use of marijuana has spread, 
these differences between users and non-users have become less distinct.... Those 
who began smoking marijuana before 1969 were characterizable as psycholog- 
ically and philosophically different from the average young citizen. But these 
differences seem to be fading rapidly, as the drug’s use is increasingly absorbed 
into society. As use has spread, the differences between those who use it and 
those who don’t are likely to become increasingly even less distinct.” 
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The trends suggested in Dr. Hochman’s statement are, for the most part, 
also valid in Canada with reference to both university and high school 
students. While the college campus was once (and may still be) the main locus 
of cannabis introductions, as the drug’s use has diffused increasing numbers 
of young persons are being initiated while they are in high school. Unfortu- 
nately, there are no Canadian surveys, as yet, of the extent of cannabis use in 
grade or primary schools. According to the Commission’s high school survey, 
however, it is apparent that apart from British Columbia, where some level- 
ling in the rate of acceleration had occurred in 1970, the incidence of 
marijuana or hashish use in Canadian high schools has been rising at an 
accelerating rate for several years.” 


While most media, social research and law enforcement attention has been 
focused on the use of drugs by young persons, there is increasing evidence 
that otherwise conventional North American adults are also smoking mari- 
juana or hashish. Their numbers are certainly increasing (particularly as 
persons with high school or college cannabis experience mature), and al- 
though only 3.4% of those interviewed in the national household survey 
reported that they had used the drug by April of 1970 this still represents 
approximately half a million persons.’ Unfortunately, however, this sizable 
population of users has not been investigated as thoroughly as either the high 
school or college populations; but the accumulated evidence, to this date, does 
suggest that it is primarily a middle and upper-middle class phenomenon 
found mainly among those in their twenties and thirties. Generally speaking, 
it appears that except for age the social characteristics of marijuana or 
hashish smoking adults are similar to those of cannabis-using students. As in 
the case of student populations, it is possible that any major distinguishing 
features between users and non-users will tend to disappear as the proportion 
of cannabis consumers continues to grow.’ Cisin and Manheimer, in conclud- 
ing their report on their extensive surveys of marijuana use in two California 
communities, indicate the dangers in attempting to differentiate adult users 
from non-users by any socio-demographic factors when they note that: 


Simplistic generalizations about marijuana use in various population groups may 
be appealing, but at least as far as static analysis can go, there are very few 
characteristics that, taken alone, consistently predict marijuana use. Certainly, 
males are more likely than females, the young are more likely than the old, and 
the unmarried are more likely than the married, to have used marijuana. But the 
probabilities of use...are subtly affected by specific combinations of these charac- 
teristics, whose relative importance varies from one location to another.” 


There are some cannabis smokers (of high school, college and adult ages) 
whose highly mobile lifestyle mitigates against the utilization of random 
survey modes of analysis. It is for this reason (and because they are geograph- 
ically concentrated and rarely attend high schools and colleges) that they were 
generally ‘missed’ by the sampling techniques employed by the Commission 
and other general surveys. Consequently these persons (occasionally referred 
to as ‘hippies’, ‘freaks’, or ‘street people’) have ordinarily been studied 
through the use of more anthropological techniques which usually involve the 
employment of participant-observers who carefully record their daily impres- 
sions of the group under study and often engage in lengthy semi-structured 
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interviews with the individuals they are observing. This method of analysis 
rarely permits the construction of statistical data but, in cases of extensive and 
thorough investigation, does allow for reliable generalizations about these 
populations. 


It is difficult to capture the diverse elements included in this population 
with a single phrase or rubric. It appears, however, that the adjective street’— 
which serves to indicate the locus of many of these persons’ activities and is a 
natural, indigenous expression, rather than externally imposed—is the most 
appropriate means of describing this life style and those who follow it. Some 
similar groups—communards (persons inhabiting communes, usually rural) 
and many school drop-outs—may not be ‘street people’ in the sense in which 
the term is conventionally employed; but these individuals share many of the 
basic social characteristics of persons in the street scene (such as a relatively 
young age and voluntary unemployment or non-traditional employment) 
and, consequently, will be included in this discussion. 


The street, in many ways, is a state of mind connoting freedom, transience, 
physical mobility, spontanaeity, immediacy and day-to-day living"! Physi- 
cally, it is usually a public or semi-public area (a park, shopping centre, mall, 
square, tavern or actual thoroughfare) in which ‘street people’ (as well as 
others) congregate to meet, talk, make future arrangements and, sometimes, 
use or exchange drugs. ‘Street people’ are almost all cannabis smokers (most 
have had some multiple drug experience), and for some of them (particularly 
during the summer months) the street is their home or, at least, the address at 
which they are most likely to be found. Carey, in discussing the role of 
Telegraph Avenue (‘the Avenue’) in Berkeley, California for members of the 
street scene, has noted that: 


the Avenue constitutes their “living room” or, more precisely, a “playroom”. 
For these people, such living arrangements as do exist are quite irregular. They 
may be sleeping in cars, in laundromats, or in the apartment of someone who has 
been kind enough to put them up for a while. They view the Avenue, or certain 
parts of it, much as delinquent youth view their street corners.”* 


Because of the lack of any surveys, the constantly changing dimensions of 
the population, and the necessary imprecision involved in defining who is to 
be included in this scene, it is extremely difficult to even guess the number of 
street-people in North America. Yablonsky, in the heyday of the hippie 
phenomenon, calculated that there were “...about 200,000 core visible and 
identifiable total hippie drop-outs in the United States”." No Canadian 
estimates are available although the numbers of such persons"! has most likely 
increased in both the United States and Canada since Yablonsky’s 1968 
estimate. While there are many scenes in any city, the demographic focus of 
an urban street scene is usually a low-cost housing area or public facility 
relatively near the city centre. During the summer of 1970, Fourth Avenue 
and Seventh Avenue (‘Chemical Row’) in Kitsilano, and Gastown repre- 
sented the major street scenes in Vancouver,” while Yorkville has been the 
Toronto bohemian enclave since the 1950s.*° The Winnipeg and Halifax 
scenes are centred in downtown parks, Memorial and Victoria respectively, 
while Ottawa street people tend to congregate in the very centre of the city 
along a public shopping mall and the grounds of the National Arts Centre. 
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The Montreal scenes are linguistically and cuturally divided. French-speaking 
‘street people’ are most readily observable in Carré St. Louis and Old Mon- 
treal, while younger users (many of whom live with their parents and whose 
attachment to the street would terminate or be severely curtailed with the re- 
opening of schools in September) tend to congregate at La Ronde (the 
amusement site at Man and His World, formerly Expo 67). English- 
speaking individuals are more likely to be found in the downtown Milton- 
Park area (known as the ‘Ghetto’) just east of McGill University”’ and in the 
area immediately adjacent to Sir George Williams University. During the 
winter months, when public parks are less accessible and the size of the 
transient population diminishes, these scenes move indoors as coffee houses 
and taverns tend to replace the outdoor sites as foci of fraternization. 


‘Street people’ may range in age from thirteen or fourteen (during the 
summer months) to the mid-thirties or even older, but most are between 
eighteen and twenty-four years old with the average age for males being 
about twenty-one and, perhaps, slightly younger for females. There are about 
two males to every female although in some scenes (‘greasers’ and ‘bikers’, for 
example) males are even more over-represented. Most of these persons have 
at least temporarily separated from their families. In many cases there are 
histories of parental alcoholism or broken homes, and their pre-street home 
life is often viewed by them as an unhappy, authoritarian and stifling 
environment. (In one British Columbia study, however, high school drop-outs 
were found to have more frequently discussed such subjects as choice of 
friends, dating, sex, birth control and drugs with their parents than those 
persons who were still in school.””) Somewhat related is the fact that most 
street people are either areligious or have renounced their parents’ religion 
and substituted, instead, an interest in Eastern or esoteric religions or philso- 
phies. Smart and Jackson, in their discussion of the hippies in Toronto’s 
Yorkville in 1967-68, have observed that: 


Yorkville hippies are interested in oriental religions, but what passes for sophisti- 
cation in this area is extremely superficial knowledge....The Yorkville religious 
practices are mostly displays of ritual with little theological content....In fact, 
hippies seem taken with any religion or interest which is exotic and in contrast 
with the mores of western society. These exotic interests include: witchcraft, 
hypnotism, astrology, and numerology.” 


Except for a few successful drug dealers, ‘street people’ tend to be voluntar- 
ily, if temporarily, impoverished. But various studies of these persons have 
found that the majority come from middle-class homes and have at least 
finished high school.’****””*' These reports, however, probably reflect the 
dates at which this research was conducted (between 1967 and 1969), as 
recent Commission field studies carried out in major cities across Canada 
suggest that as the hippie ethos has attenuated in importance, increasing 
numbers of more poorly educated persons from working class backgrounds 
have been attracted to the street.” 


During the summer street people’s ranks are swelled by students, but those 
who remain once school re-opens are ordinarily unemployed (and often 
survive on welfare) or engaged in primarily menial or craft-related tasks (on 
a full or part-time basis) for small remuneration. Some are involved in 
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trafficking (either to finance their own drug purchases, to supplement their 
welfare payments, or as a career) or panhandling, and a few are petty 
criminals (mainly theft) or prostitutes. Their relatively poor financial condi- 
tion is manifested in their living arrangements. Most reside semi-communally 
in well-worn houses or individually in cheap hotels or private rooms. During 
the summer it is often possible to sleep out-of-doors or at various youth 
hostels. During the winter months, however, without these alternatives, home- 
less street persons are forced to ‘crash’ (seek temporary residence) at the 
homes of friends who may only be able to afford an unpaying guest for a 
brief period of time. 


Almost all ‘street people’ are cannabis users. Their consumption is primar- 
ily controlled by availability and their financial resources. It is within these 
scenes that individuals who are ‘high’ most of their waking day are most 
likely to be found, although, even here, they represent only a very small 
proportion of the total population. Nevertheless, the daily smoking of mari- 
juana or hashish is more the rule than the exception. Cannabis use is more 
routinized and less ritualistic among ‘street people’ than among any other 
marijuana- or hashish-smoking populations. The use of cannabis is so com- 
monplace that few, if any, mystical or special properties are attributed to the 
act, and it is not unusual for street persons to smoke alone or in public areas 
such as streets or parks. The incidence of use of other illicit drugs is also 
higher among these people than among any other cannabis smokers. Most 
observers report that more than half of their subjects have at least tried 
hallucinogens (many had used these drugs frequently), and there are rela- 
tively high rates of experimental use of amphetamines and opiate 
marcolics; eee 


Many ‘speed freaks’ and young heroin users are recruited from these multi- 
drug-using scenes. There is almost universal consumption of tobacco and 
most drink alcohol (usually beer or wine), although rarely to excess. During 
the summer of 1971, however, alcoholic beverages became very popular 
among ‘street people’. Whether this reflects the recent lowering of the legal 
drinking age in some provinces, a paucity of potent and inexpensive can- 
nabis, an ephemeral fad, or the recent re-discovery of a licit ‘turn on’ is not 
yet known. 


Shorn of its hippie ‘virtuousness’, the street scene has apparently become 
less attractive to middle class youths. Yet it continues to grow as facilities 
(such as free clinics, hostels, drop-in centres and community newspapers) 
develop to serve its needs and as increasing numbers of young persons choose 
to exchange what they perceive to be their suffocating familial situations for 
the insecurity but independence of the street. Very few, if any, of these 
individuals are cannabis-naive when they leave home, but their newly 
adopted lifestyle reinforces such use (and at least tolerates the use of other 
drugs) so that marijuana or hashish consumption often becomes a daily 
institution. 


In these last pages we have been concerned with cannabis use among the 
so-called ‘street people’. The patterns of use in this population are, of course, 
extremely important. As we point out it is in this context that the drug has its 
most intensive use. However, this is also a population largely made up of 
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multi-drug users. It must be stressed that, important as this population is, it is 
only a minority of those who use cannabis. Most users do not move to the 
‘street? and do not reach the levels of use found there. Rather they use 
marijuana or hashish in a fashion that is increasingly similar to the way in 
which they use alcohol. 


COMMISSION SURVEY DATA 


In the spring of 1970, the Commission conducted three national surveys of 
drug use in Canada. These were carried out on the Commission’s behalf by 
the Survey Research Centre of York University in collaboration with le 
Centre de Sondage de l’Université de Montréal. Three populations were 
surveyed—high school students, university and college students and the rest of 
the national population. The samples of these populations were as follows: 


(1) High school students from the ages of 12 to 19 years, enrolled in 
grades 7 to 12 or 13. These students were interviewed in homes selected 
for the National Household Survey, described in (3) below. More than 
1,200 students were interviewed in this survey. 


(2) A total of 1,213 students attending colleges and universities in Canada 
at either the undergraduate or graduate level. Each student selected for 
this survey was provided with a letter explaining the study, a copy of 
the questionnaire and material for return mailing. The students se- 
lected were from 8 large and 12 smaller institutions representing all 
regions of the country. 


(3) Some 2,800 households, in which an individual in each household was 
interviewed under a method of selection that ensured an equal oppor- 
tunity to be interviewed for each member of the household 12 years of 
age or older who was not attending a primary or secondary school. 


The data derived from these surveys—the first and only systematic national 
surveys in Canada of drug use by these populations—require further analysis 
before they can be reported in detail. This analysis will be presented in a 
subsequent report (as will a review of some other surveys of drug use in 
Canada). However, at this time the essential conclusions regarding the extent 
of use are summarized in what follows. 


Our data indicate that there has been a rapid and very sharp increase in the 
use of cannabis in Canada within the past five years. According to our 
surveys, an estimated 79,000 persons had begun using cannabis in 1966 or 
earlier. By 1970, an estimated 850,000 persons had used it at least once. 
Projecting to mid-1971, an estimate of between 1,300,000 and 1,500,000 
persons who have used cannabis is not unreasonable. Obviously, these esti- 
mates do not take into account the number of individuals who have termi- 
nated their use of the drug. This will require further analysis. To understand 
the social significance of these findings, however, we must not overlook the 
frequency with which the drug has been used by individuals. Our surveys 
indicate that a significantly large proportion of those who have used cannabis 
appear to have used it in an experimental fashion—not more than two or 
three times. Our continuing analysis of the survey research data will assist in 
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estimating the proportion of Canadians whose use of cannabis has gone 
beyond the experimental stage and might be considered occasional or fre- 
quent use. 


Table 5 presents a composite tabulation of our survey findings with respect 
to the extent of cannabis use in Canada. It should be noted, however, that the 
information contained in this table was derived from responses to a question 
in which the respondents were asked to trace a line showing the level of their 
cannabis use in each year from 1966 to 1970. However, in examining the 
questionnaires, we have found a higher rate of response to more simple and 
direct questions in the questionnaire regarding the use of cannabis. On the 
basis of these replies, which almost certainly yield more accurate data, we find 
that in 1970 cannabis use was reported by 11% of the high school students 
(295,000), 29% of the college and university students (80,000) and 3.6% of 
the household survey (451,000), giving a total of about 816,000. To this 
should be added some tens of thousands of ‘street people’ whom we were 
unable to reach through our surveys. This would provide an estimated total of 
between 841,000 and 866,00 individuals who had used cannabis by the 
spring of 1970. 
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NOTES 


Becker’s original work has recently been further developed by David 
Matza® and Erich Goode.” 


A number of high school surveys have indicated that a high proportion 
of students have been offered cannabis. One 1969 British Columbia 
study, for instance, found that nearly one-half of the surveyed students 
had been offered marijuana,” while nearly two-thirds of those Vancou- 
ver high school students surveyed one year later reported being offered 
the drug.” 


The Commission’s university survey, for example, found that only 3% of 
Canadian college cannabis users had first tried the drug by themselves.” 


In a survey conducted at a small college in the American Midwest, 
students were asked to characterize marijuana users in one of six ways. 
Sixty-seven per cent of the non-cannabis-using students felt that mari- 
juana consumers were “not much different from people who do not 
use’, and an additional 7% considered them “more sensitive and intelli- 
gent”. Only 3% of the non-users thought marijuana smokers to be 


“morally degenerate”’.”° 


The Commission’s own surveys tend to support this conclusion. When 
non-cannabis users were asked why they did not use the drug only 14% 
of the university students, 26% of the high school students and 14% of 
those interviewed in the national household survey claimed that their 
abstention was because they considered cannabis use to be morally 
wrong.748:47 


Cannabis can be eaten by itself or in a variety of preparations. While 
this method of administration is sometimes preferred by non-tobacco 
smokers, it is relatively rare in North America and is almost never 
encountered by novice users. 


Both types of regular users are often called ‘heads’ in the argot of the 
soft-drug culture. 


The heroin and speed ‘street’ scenes are excluded from this conceptual- 
ization as they will be discussed in a later report of this Commission. 


The term ‘hippie’ is seldom used today by those involved in drug use. 


205 


an 
a 


GBerleied we ont © 


ing Ne Sammon (: rom a 
i wibeid ‘eet One cw ght. he ens 


min ie talbatnn i rue survey fadiegy onl 

; vat ie gic shupht bo retell hwerbaye 
ee a TT med uf apocies n> 

‘J ty tyene 4 line showing, he eaehe 
‘ of) & 18%, Mowe, a dune r 
: lasnealser ia, ee tan) pase way wisest Poy Lele ee 
Pe makin Te2NIG ie oer nin lass 


yn ela er Dal Aaatig)? eS) av hepetiny te roa te i espe 
iy Daa TSAO 7§ ON) Th Caine ie rs ie des Sobel wens 

yee Pie acl Ve cir Ve be tied PAG ate TAA 

aie 4 ehelstincews Vitvian ney K Weni ie ats vy 

aetits é hofuoere ill “uty aan ns fevite es eo 
ites Is. Grave's ot Te 


® 


i af - 


f 


* 
> 


by > 


; Cualy f 4 
ey ! wry f 1) eaves Cissevie ua eae alt nie ¢ A” 
ciel ¥ sil) Sarr? scr) bad Sige 2h eines os y ali 4 take ia 


3 Tats gi , ti) Jinitie & 2H Det hac toe aye 4 
Du i ATG BAM TLem So) ehontets Ol OSAek SW eee 
To us) m2 bj) Sia eld tnnie O00 eck Wi Inso ie] Cy Seep i¢ 
die ere « p> jiqmftih dav soa” staw “omrieo Aa 
hy vealdenoe Gute” pods berebbund &S lawutisbe oe be 2 tn 
| « Pak 7) Watt i ‘srattii-tson 90). 1 o*. Hay ae 
| ~ "“9iisnsge5 7ilipAag 
x fli by ri i) svyilue awe aa MATHITAG ia ft 
Dur Ves cin He ie Geb vat? veiw bolded Tinw mice zidane 
+ aie each Nats 328 10-305 i suille Viles9 rena sel io 
pe] Deny is vevice boric) lanolen BS ai Ove oe 
‘Te bein ; whinhes Boashend Vaa) s4ui eT etait ty) a 
AI 6 
; 
3 jpemeanw io Viaithy “wh! 1 tea Veo Hsing +] 653 ig are 
pop fai tes ng eentismo & nOvisinunoA lentes 2p 
wos togie a ben adieA fie: a aner viredels al Di f scr 
78 Sivien yet ~ 
1. Poa i cr “ebm” DOG) Masts Str raat BHO RTT to rags 1 
; minativs girt 
ber i) rer) Gebwines rh sano “oor imi (ica 


vase.) ee news tele neh geauztih od Use yout en 
wu yowh 2) Soviowek seated yebor haan siirbiag Pi ‘otepeperl’ tok 
7 : _ 


Chapter 5 
The Law 


5. The Law 


INTRODUCTION 


What follows is some background on the law to facilitate appreciation of 
the legal issues in the policy considerations. An attempt has been made to 
confine the material, as far as possible, to the issues with respect to cannabis, 
although some of it necessarily applies to law and law enforcement in 
connection with other drugs. In a subsequent report there will be a more 
extended treatment of the law as it applies to the other drugs. In particular, 
there will be a more detailed discussion of the international conventions and 
Canadian legislation as they bear on the question of drug classification and 
the controls over drugs which must be made available for medical purposes. 
There will also be discussion of the correctional system in the context of the 
issue of compulsory treatment. It was thought desirable, however, at this time 
to develop a general constitutional perspective with respect to non-medical 
drug use, including the issue of jurisdiction with respect to compulsory 
treatment. 


THE INTERNATIONAL FRAMEWORK 


Canada is presently obliged by the Single Convention on Narcotic Drugs, 
1961,' to limit the production, distribution and use of certain forms of 
cannabis to medical and scientific purposes. The Convention applies to “can- 
nabis”, which is defined as “the flowering or fruiting tops of the cannabis 
plant (excluding the seeds and leaves when not accompanied by the tops) 
from which the resin has not been extracted”; to “cannabis resin’, or 
hashish; and to the “cannabis plant’’. It also applies to extracts and tinctures 
of cannabis, but not to THC, which is covered by the Convention on Psycho- 
tropic Substances, 1971. Canada is not yet bound by this Convention.’ 


It is generally considered that the above definition of “cannabis” in the 
Convention would permit the legalization of a form of marijuana which 
consisted of the leaves of the cannabis plant and did not contain any of the 
flowering or fruiting tops. It should be observed, however, that in an article 
which deals with the cultivation of the cannabis plant for purposes permitted 
by the Convention, it is provided that “The parties shall adopt such measures 
as may be necessary to prevent the misuse of, and illicit traffic in, the leaves of 
the cannabis plant.’” It is not too clear what meaning and scope should be 
attributed to this provision. There would appear to be some ambivalence in 
the Convention concerning marijuana which consists of the leaves alone. On 
the one hand, the parties do not appear to be required to make the produc- 
tion, distribution and use of the leaves alone for non-medical and non- 
scientific purposes a punishable offence; on the other hand, they are asked, 
presumably to the extent that they permit cultivation of the cannabis plant for 
medical, scientific or industrial purposes, to prevent diversion of the leaves to 
purposes other than those permitted by the Convention. 
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Cannabis (marijuana) and cannabis resin (hashish) are not only included 
in Schedule I of the Convention, to which the general control measures apply, 
but they are also included, together with heroin, in Schedule IV, by which the 
parties are invited (although not obliged) to apply even stricter controls, 
including prohibition for medical purposes. 


The control measures which are called for by the Single Convention are 
annual estimates by the parties of their requirements of drugs for medical 
and scientific purposes, annual returns to establish that their use of prohibited 
drugs has not exceeded the estimated requirements, licensing of import and 
exports, manufacture, and internal distribution (unless carried out by a state 
enterprise), and penal prohibitions of conduct related to unlawful distri- 
bution and use. 


Article 36, paragraph 1, requires certain kinds of conduct to be made 
punishable offences as follows: 


1. Subject to its constitutional limitations, each Party shall adopt such measures 
as will ensure that the cultivation, production, manufacture, extraction, prepa- 
ration, possession, Offering, offering for sale, distribution, purchase, sale, 
delivery on any terms whatsoever, brokerage, dispatch, dispatch in transit, 
transport, importation and exportation of drugs contrary to the provisions of 
this Convention, and any other action which in the opinion of such Party may 
be contrary to the provisions of this Convention, shall be punishable offences 
when committed intentionally, and that serious offences shall be liable to 
adequate punishment particularly by imprisonment or other penalties of 
deprivation of liberty. 


Thus, as long as Canada is a party to the Single Convention, it is obliged to 
make the above conduct with respect to cannabis, cannabis resin, and extracts 
and tinctures of cannabis, a punishable offence. 


It has generally been assumed that “possession” in article 36 includes 
possession for use as well as possession for the purpose of trafficking. This is a 
reasonable inference from the terms of article 4, which obliges the parties “to 
limit exclusively to medical and scientific purposes the production, manufac- 
ture, export, import, distribution of, trade in, use and possession of drugs.” 
There is also article 33, which provides that “The Parties shall not permit the 
possession of drugs except under legal authority.” On the other hand, one 
may take measures which will have the effect of restricting use to medical and 
scientific purposes without necessarily making use or simple possession for 
other purposes a penal offence. (This is the present policy in Canada with 
respect to the controlled drugs [amphetamines and barbiturates]; the drugs 
can only be obtained upon prescription, but their unauthorized possession is 
not a criminal offence.) It is to be noted that the word “use” appears in article 
4 of the Single Convention but not in article 36. Moreover, the word “posses- 
sion” appears in a context of distribution rather than one of use, and this is 
possibly reinforced by the sense of the French version—détention. On the face 
of article 36 it would not be unreasonable to argue that what is contemplated 
is possession for the purpose of trafficking rather than possession for use, and 
that the requirements of the article are satisfied if the former kind of 
possession is made a penal offence. The prevailing view, however, is that the 
word “‘possession”’ in article 36 includes simple possession for use. 
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On becoming parties to the Convention states were permitted to make a 
transitional reservation for the use of cannabis, cannabis resin and extracts 
and tinctures of cannabis for non-medical purposes if such practices were 
traditional in their territories. In such cases the use of cannabis must be 
abolished, within twenty-five years from the date the Convention came into 
force, namely from December 13, 1964. 


As long as a state remains a party to the Convention, it is bound by its 
provisions, but the Convention provides for amendment and withdrawal. 


Any party may propose an amendment. The text of the amendment and the 
reasons for it must be communicated to the Secretary-General who, in turn, 
communicates them to the parties and to the Economic and Social Council. 
The Council may decide either to call a conference in accordance with the 
Charter of the United Nations to consider the proposed amendment or to ask 
the parties whether they accept the amendment, inviting them to submit any 
comments on it. If the latter course is adopted, and the proposed amendment 
has not been rejected by any party within eighteen months after it has been 
circulated, it shall thereupon enter into force. If it is rejected by any party, the 
Council may decide, as a result of comments received from the parties, 
whether a conference should be called to consider the amendment. 


The Convention expressly provides that a party may withdraw from it by 
the procedure known as denunciation. This is carried out by depositing an 
instrument in writing with the Secretary-General. The denunciation, if re- 
ceived by the Secretary-General on or before the first day of July in any year, 
shall take effect on the first day of January in the succeeding year, and if 
received after the first day of July, shall take effect as if it had been received 
on or before the first of July in the succeeding year. 


As indicated above, the various forms of cannabis now fall under two 
different international classifications for control purposes. Marijuana and 
hashish, as well as extracts and tinctures of cannabis, are classified with the 
opiate narcotics, including heroin, in the Single Convention on Narcotic Drugs, 
1961, whereas THC and its isomers are classified with the hallucinogens, 
including LSD, in Schedule I of the Convention on Psychotropic Substances, 
1971. Presumably, there will be a movement eventually to bring all forms of 
cannabis under a single international control instrument. In fact, however, the 
control regime which is reserved for the substances in Schedule I of the 
Convention on Psychotropic Substances, 1971, is comparable in strictness to 
that which applies under the Single Convention. Parties are required, with 
respect to Schedule I substances, including THC, to “prohibit all use except 
for scientific and very limited medical purposes by duly authorized persons, 
in medical or scientific establishments which are directly under the control of 
their Governments or specifically approved by them....”” Manufacture, distri- 
bution and possession of Schedule I substances for such purposes are to be 
subject to strict controls. 


The obligations of the parties with respect to the creation of penal offences 
affecting the drugs covered by the Convention are set out in article 22 as 
follows: 
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1. (a) Subject to its constitutional limitations, each Party shall treat as a punish- 
able offence, when committed intentionally, any action contrary to a law or 
regulation adopted in pursuance of its obligations under this Convention, 
and shall ensure that serious offences shall be liable to adequate punish- 
ment, particularly by imprisonment or other penalty of deprivation of 
liberty. 

(b) Notwithstanding the preceding sub-paragraph, when abusers of psycho- 
tropic substances have committed such offences, the Parties may provide, 
either as an alternative to conviction or punishment or in addition to 
punishment, that such abusers undergo measures of treatment, education, 
after-care, rehabilitation and social reintegration in conformity with para- 
graph | of article 20. 


Paragraph | of article 20 reads as follows: 


1. The Parties shall take all practicable measures for the prevention of abuse of 
psychotropic substances and for the early indentification, treatment, educa- 
tion, after-care, rehabilitation and social reintegration of the persons involved, 
and shall co-ordinate their efforts to these ends. 


Article 22 of the Convention on Psychotropic Substances, 1971, does not 
indicate the specific kinds of conduct which must be made punishable of- 
fences, as does article 36 of the Single Convention. Instead, it refers generally 
to any action contrary to such laws and regulations as the parties see fit to 
adopt in fulfilment of their obligations under the Convention. This would 
appear to offer more flexibility as to the choice of conduct which must be 
made a punishable offence. On the other hand, there is with respect to 
Schedule I drugs, including THC, an explicit obligation to prohibit the use of 
such drugs for non-medical and non-scientific purposes, and this would 
appear necessarily to involve making such use, or at least simple possession 
for purposes of such use, a punishable offence. This is not the case with the 
drugs in Schedule II (which includes the amphetamines and drugs with 
amphetamine-like action), Schedule III (short-acting barbiturates and drugs 
with similar action) and Schedule IV (other hypnotics and tranquilizers). A 
party is required to limit, “by such measures as it considers appropriate’, the 
manufacture, distribution and “use and possession” of these drugs to medical 
and scientific purposes. Such drugs are to be made available only upon 
prescription but there does not appear to be an obligation to make use or 
simple possession of such drugs for unauthorized purposes a punishable 
offence. 


The Convention on Psychotropic Substances contains the same provisions 
respecting amendment and denunciation as the Single Convention. 


Article 32 of the Convention is important as indicating the extent to which 
a state may become a party with reservations or qualifications concerning 
particular provisions. Reservations may be made with respect to certain 
specified provisions without the consent of the other parties. A state may 
make reservations with respect to other provisions of the Convention at the 
time of signing if such reservations are not objected to by at least one-third of 
the parties to the Convention within 12 months after they have received 
notice of such reservations from the Secretary-General. If less than one-third 
of the parties have objected, the reservations are deemed to be permitted, but 
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the parties who have objected need not assume towards the reserving state 
any legal obligation under the Convention which is affected by the 
reservations. 


THE CONSTITUTIONAL FRAMEWORK 


THE CRIMINAL LAW BASIS OF FEDERAL LEGISLATION 


Federal drug legislation is presently based upon the criminal law power. 
The protection of health from injurious substances and the prevention of 
adulteration, both as a threat to health and a species of fraud, have been held 
to be valid criminal law purposes.’ Both the Narcotic Control Act’ and the 
Food and Drugs Act’ create criminal offences. There is no essential difference 
between them in this respect. The maximum penalties for offences under the 
Food and Drugs Act are less severe than those under the Narcotic Control Act, 
and there is a greater opportunity to proceed by summary conviction rather 
than indictment but the effect of conviction under the two statutes is the same. 
There was a misapprehension in the course of our inquiry that conviction 
under the Food and Drugs Act was somehow not as serious as conviction 
under the Narcotic Control Act. This impression may have resulted from the 
fact that the Food and Drugs Act appears to be more of a regulatory than a 
criminal law statute. It regulates a whole range of food and drugs by a system 
of standards, inspection, and, in some cases, licensing. At the same time, 
however, it prohibits unauthorized distribution and possession of certain 
substances with penal consequences. The same is essentially true of the 
Narcotic Control Act. Both statutes are cast mainly in the form of prohi- 
bitions—no doubt to emphasize their criminal law character—and the licens- 
ing regulations made under them indicate the scope and conditions of 
permitted conduct. In effect, the regulations complete the definition of the 
conduct that is prohibited. 


There is no doubt that federal penal offences vary considerably in their 
relative seriousness, and the stigma which will attach to conviction in any case 
will depend on the nature of the offence and the law under which it arises. 
Apart from its independent power to create criminal offences, the Parliament 
of Canada has a regulatory jurisdiction in many areas in which it may create 
penal offences to enforce its legislation. In many cases these penal offences 
will be viewed as of relatively much less seriousness than the ordinary 
criminal law offence. In many cases there may not be a requirement of mens 
rea or criminal intent as a condition of liability. 


Thus, for example, it was held by the Supreme Court of Canada in The 
Queen v. Pierce Fisheries Limited’ that mens rea or guilty knowledge was not 
an essential ingredient of the offence of being in possesion of short lobsters 
contrary to the Lobster Fishery Regulations under the federal Fisheries Act. It 
was held that the common law presumption that mens rea is an essential 
ingredient of a criminal offence only applies to “cases that are criminal in the 
true sense”, and that this was not such a case. Ritchie J., speaking for the 
majority of the Court said: 


I do not think that a new crime was added to our criminal law by making 
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regulations which prohibit persons from having undersized lobsters in their 
possession, nor do I think that the stigma of having been convicted of a criminal 
offence would attach to a person found to have been in breach of these 
regulations. The case of Beaver v. The Queen, supra, affords an example of 
provisions of a federal statute other than the Criminal Code which were found to 
have created a truly criminal offence, but in the present case, to paraphrase the 
language used by the majority of this Court in the Beaver case I can discern little 
similarity between a statute designed, by forbidding the possession of undersized 
lobsters to protect the lobster industry, and a statute making it a serious crime to 
possess or deal in narcotics. 


This distinction between offences which are truly criminal and those which 
are not has been drawn for the purpose of determining whether mens rea 
should be a requirement of liability. This is a matter which goes to the 
protection of the accused rather than the effect of conviction, although the 
absence of a requirement of mens rea may certainly be reflected in the stigma 
which attaches to conviction. In any event, the offences under the Narcotic 
Control Act which apply to cannabis as well as the opiate narcotics are clearly 
criminal offences “in the true sense’, and knowledge that one is in possession 
of a prohibited drug is essential for the offence of simple possession. Simi- 
larly, the offences of trafficking, possession for the purpose of trafficking, and 
simple possession under Parts HI and IV of the Food and Drugs Act with 
respect to controlled drugs and restricted drugs are “truly criminal” offences. 
There is no doubt that the general approach of the legislation and law 
enforcement towards a particular offence, and especially the relative serious- 
ness of the penalties imposed, will, together with public attitudes, determine 
the degree of stigma resulting from conviction. But if a person who was 
convicted of simple possession of cannabis were asked if he had been 
convicted of a criminal offence he would have to answer yes. The same is true 
of conviction of simple possession of LSD under Part IV of the Food and 
Drugs Act. 


OTHER POSSIBLE BASES OF FEDERAL JURISDICTION IN RELATION TO NON- 
MEDICAL DRUG USE 


There is a question as to whether the federal government has any constitu- 
tional basis, other than the criminal law power, for a comprehensive regula- 
tion of non-medical drug use. The question becomes one of some practical 
interest in connection with any proposal to replace the criminal law prohi- 
bition of cannabis by a regulatory system that would make it legally available 
under license or through a government monopoly of distribution. Two possi- 
ble alternative bases of jurisdiction have to be considered: The trade and 
commerce power"! and the general power, or “peace, order and good govern- 
ment” clause.” 


The federal government has had to rely on its criminal law power as the 
basis of its food and drug legislation because of the limited nature of its 
power to regulate trade and commerce. The trade and commerce power would 
at first sight seem to be the logical basis for a licensing system to regulate the 
distribution and use of drugs which have to be made legally available for 
medical or non-medical purposes. But this power has been restricted by 
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judicial decision to interprovincial and international trade and commerce." 
Transactions which take place wholly within a province fall, as a general rule, 
under provincial jurisdiction. Exceptionally, the federal government may 
regulate intraprovincial transactions if such regulation is necessarily inciden- 
tal to the effective regulation of extraprovincial trade and commerce. The case 
that would have to be made for a comprehensive federal drug regulation 
based on the trade and commerce power would be that Parliament cannot 
effectively regulate the extraprovincial trade in drugs without controlling 
intraprovincial transactions as well, or that the trade in drugs must be 
considered as a whole to be interprovincial and international in character. It 
is highly unlikely that this would be accepted by the courts. The regulation of 
local transactions at retail is not necessary to the regulation of the trade in its 
extraprovincial aspects, as the regulation of certain local operations, such as 
delivery of grain to elevators for intraprovincial consumption, has been held 
to be necessary to the effective regulation of the extraprovincial grain trade.'* 


The other possible basis for the federal jurisdiction to regulate the use of 
drugs is the general power. A matter falls within the general power if it does 
not fall within provincial jurisdiction or within the specific heads of federal 
jurisdiction. It has also been held that a matter originally under provincial 
jurisdiction may acquire such national importance as to bring it under the 
general power. There have been several examples of the first application of 
the general power, but virtually none of the second outside of a state of 
national emergency. In the first category are such matters as aeronautics,"° 
radio,'° atomic energy’’ and the national capital development.'* They are not 
considered to be matters which at one time were under provincial jurisdiction 
but subsequently changed in relative importance; they are deemed to have 
always been matters of national concern. In the second category are the cases 
holding wartime emergency legislation to be valid on the basis of the general 
power.” Such legislation clearly dealt with matters normally within provin- 
cial jurisdiction, such as the fixing of prices and wages. Attempts in peace- 
time, in some cases in a period of economic depression, to justify federal 
legislation on the basis of the general power in such fields as labour rela- 
tions,” industrial standards,”' marketing” and restraint of trade,” have all 
failed. The regulation of these matters within the provinces, in a non-criminal 
law aspect, was held to fall within provincial jurisdiction with respect to 
property and civil rights. They were held not to be matters of national 
importance for purposes of the general power. In deciding the cases the courts 
applied what has come to be known as the “emergency doctrine” of the 
general power—that it can be applied to matters normally of provincial 
jurisdiction only to meet some emergency. Examples suggested have been war 
(or similar national emergency, such as insurrection) and pestilence. Eco- 
nomic depression has not been considered a sufficient emergency. 


In two leading cases the federal Parliament was held to have jurisdiction, in 
virtue of the general power, to suppress the traffic in liquor, and it was 
suggested that it would have the same power with respect to the drug traffic, 
but a closer examination of these cases, and other related decisions, leads to 
the conclusion that all that was contemplated in effect was a criminal law 
exercise of the general power. In the first of these cases—Russell v. The 
Queen’*—the Privy Council held a federal liquor prohibition statute to be 
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valid on the basis of the general power but the language clearly indicates that 
they saw it essentially as a measure of criminal law. Indeed, the criminal law 
power was sufficient to support the legislation, and it was unnecessary to 
invoke the general power in other than its criminal law aspect. The essence of 
the federal statute was the prohibition of conduct with penal consequences. 
Speaking of laws having a criminal law purpose, the Privy Council said: 


Laws of this nature designed for the promotion of public order, safety or morals, 
and which subject those who contravene them to criminal procedure and punish- 
ment, belong to the subject of public wrongs rather than to that of civil rights. 
They are of a nature which fall within the general authority of Parliament to 
make laws for the order and good government of Canada, and have direct 
relation to criminal law, which is one of the enumerated classes of subjects 
assigned exclusively to the Parliament of Canada. 


This was the way in which the relationship between the specific heads of 
federal jurisdiction and the general power was originally conceived: the 
specific heads were thought of merely as examples or aspects of the general 
power. What seems to have happened in the Russell case is that counsel who 
challenged the validity of the federal legislation conceded that if the matter to 
which it related did not fall under provincial jurisdiction then it could be 
deemed to fall under the general power of Parliament. Having found that it 
did not fall under provincial jurisdiction, the Privy Council did not concern 
itself particularly with the specific head of federal jurisdiction to which it 
should be related. 


In the Canada Temperance Federation case,” some sixty-four years later, 
the Privy Council reaffirmed the general power as the basis for the Canada 
Temperance Act, and cited the suppression of the drug traffic as a matter for 
which Parliament could probably invoke the general power, but the whole 
history of judicial decisions on the subject raises a very serious doubt as to 
whether it is the general power in other than a criminal law aspect that can be 
relied upon. The issue is not whether the drug traffic can be prohibited with 
penal consequences like the liquor traffic. Obviously it can. The issue is 
whether there is a more comprehensive basis of federal jurisdiction for 
legislating in relation to non-medical drug use than the criminal law power— 
one that would support the full range of legislative options. When we speak 
of the general power we think of the full scope of legislative power which 
Parliament considers to be necessary to effect its purposes, such as that which 
it has been held to possess in time of war or other national emergency. The 
real issue is whether Parliament has the constitutional basis for the introduc- 
tion of legislative controls for which the criminal law power cannot be 
invoked. 


Within a few years of the Russell case the Privy Council rendered two 
decisions concerning jurisdiction to regulate the sale of liquor by a system of 
licensing. In Hodge v. The Queen’® they held that the provinces had the power 
to introduce such a system of regulation, and two years later in the unre- 
ported McCarthy Act decision’’ they held that the federal Parliament did not. 
The implications of this second decision are that Parliament does not have a 
true general power with respect to liquor legislation. The McCarthy Act 
provided for a licensing system to operate in municipalities according to local 
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option. Subsequent judicial references to the McCarthy Act decision have 
indicated that the Privy Council’s reason for judgement was that the federal 
act was considered to be an attempt to regulate trade and commerce within 
the provinces. 


The McCarthy Act clearly showed a concern with restrictions on availabil- 
ity in the form of limitations on the number of licenses, and on days, hours 
and places of sale and consumption. It also contained prohibitions against 
sale to minors and against adulteration. And, of course, it prohibited all 
unauthorized sale. It is difficult to see why it could not have been supported on 
the same basis as that on which federal legislation to control the quality and 
availability of harmful substances rests today. There would seem to be a 
contradiction between upholding federal liquor prohibition in the Russell 
case, on the ground of a general power to suppress the distribution of an 
injurious substance, and denying a similar power in the McCarthy Act 
decision to control the availability of this substance by a system of licensing. 
The McCarthy Act seems to have been regarded, not as an alternative system 
of controlling an injurious substance, but as an ordinary regulation of trade 
and commerce within the provinces. It may be that the Privy Council had 
regarded the “evil” of the liquor traffic in the Russell case, not so much as a 
matter of danger to health as a matter of morality. In any event, the 
impression is that the Privy Council’s perception of the liquor problem had 
changed radically in the intervening years. There are two explanations which 
suggest themselves: first, they had previously had to consider a provincial 
liquor licensing scheme in the Hodge case, and having affirmed this, they 
could not see how they could reasonably recognize a comparable federal 
jurisdiction; and secondly, because of the somewhat vague reference to the 
general power in the Russell case (which, as we have suggested, was not a true 
general power at all), they had not really focused on the full implications of 
the criminal law power as a general basis for federal control of dangerous 
substances, including control by licensing. The fact is that the federal criminal 
law power was not properly considered in the liquor cases, either as a basis 
for federal regulatory legislation or as an obstacle to provincial liquor prohi- 
bition. (Among the early decisions was one affirming provincial jurisdiction 
to prohibit the liquor traffic as a “local evil” in the province.) The issues 
were argued more from a trade and commerce perspective. The head of 
federal jurisdiction around which the discussion mainly turned was regula- 
tion of trade and commerce under section 91(2) of the British North America 
Act. 


The decision in the McCarthy Act case raises a question as to whether 
Parliament could validly introduce a licensing system to allow a controlled 
availability for non-medical purposes of a substance that has hitherto been 
completely prohibited. It is difficult to see why it should be distinguishable 
from the licensing of drugs for medical purposes. The issue must be whether 
the legislative purpose is control of a harmful substance for the protection of 
health or whether it is simply a regulation of trade and commerce for revenue 
and other non-criminal purposes. The issue is that which was presented in the 
Margarine case” where a federal prohibition of the manufacture and sale of 
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margarine in the provinces was held to be invalid as a colourable use of the 
criminal law power. The purpose was not to protect the public health from a 
dangerous substance, since margarine was admitted to be a harmless sub- 
stance, but to protect the dairy farmers from the competition of substitutes 
for butter. It was an attempt to regulate trade and commerce within the 
provinces—a matter which, as we have said, falls within exclusive provincial 
legislative jurisdiction, except to the extent that it can be shown in a particular 
case to be necessary to the effective exercise of federal jurisdiction with 
respect to extraprovincial trade and commerce. In a change from complete 
prohibition to legal availability through license or government monopoly the 
issue of validity—insofar as the criminal law power is concerned—would turn 
on whether the substance to be made available would continue to be regarded 
as a harmful substance for which controls are necessary. If it were, then there 
should be no reason, notwithstanding the McCarthy Act decision, why a 
federal system of distribution by licensing should not be valid. A federal 
monopoly of production and distribution might tend to obscure the legislative 
purposes somewhat, as suggesting an attempt to secure a trade monopoly for 
revenue purposes, but a good case could be made for government monopoly 
as an added safeguard in the control of quality and availability of a harmful 
substance. However, the McCarthy Act decision and the issue in the Marga- 
rine case were the reasons we raised a question in the Interim Report as to the 
validity of a federal system of distribution of cannabis, involving government 
monopoly, particularly if cannabis were to be made available on the basis of a 
judgement as to relative absence of potential for harm. 


It is because of this doubt, however, that it is necessary to return to the 
possibility of the general power (as distinct from the criminal law power) as a 
possible basis for federal legislation in relation to non-medical drug use. In 
several decisions rejecting the general power as a basis for federal legislation, 
the Privy Council attempted to rationalize its decision in the Russell case by 
the suggestion that the consumption of liquor must be presumed to have been 
regarded as a national emergency. Later, in the Canada Temperance Federa- 
tion case, the Privy Council abandoned this view of the matter, holding that 
the test of whether a matter falls within the general power is not the existence 
of an emergency, although that may be the occasion for the legislation, but 
whether “‘it is such that it goes beyond local or provincial concern or interests 
and must from its inherent nature be the concern of the Dominion as a 
whole....” But the examples given were aeronautics and radio, which, as 
suggested above, must be considered to have always been matters of national 
concern. Thus, the Canada Temperance Federation case, in which much hope 
has been placed for a broader application of the general power, does not 
really throw light on the circumstances in which a matter normally under 
provincial jurisdiction might be considered to have changed in character 
sufficiently to come within the general power. It does suggest, however, that 
the drug traffic may be regarded as such a matter quite apart from the notion 
of emergency. 


The case that would have to be made in favour of the general power is that 
non-medical drug use has changed in character and become a matter of 
overriding national concern. This may appear to be so obvious to the layman 
as to make him wonder how a court could fail to agree. There are, however, 


218 


5. The Law 


many matters falling to some extent under provincial jurisdiction which could 
be regarded as matters of national concern. If all matters of widespread 
concern to Canadians are to be deemed to fall under the plenary legislative 
jurisdiction of Parliament then we should soon have little left in the way of 
provincial jurisdiction. If non-medical drug use has been considered in the 
past to be a provincial matter, apart from the criminal law power, then we 
should have to ask when it changed in scope so as to become a matter of 
overriding national concern and when, if ever, it would be likely to cease to 
have this character. A declaration in the present circumstances that it has this 
character might be tantamount to affirming that it has always had it. A 
persuasive case could no doubt be made that non-medical drug use has so 
changed in character as to come under the general power, and the courts 
could be expected to pay great respect to a solemn declaration by Parliament 
that it had now become a matter, not merely of national concern, but of 
national emergency. But the appropriateness of such a declaration would 
depend on the legislative purpose to be served and the nature of the particular 
non-medical drug use to which it was directed. It is difficult to see how such a 
declaration would be appropriate to support federal legislation to make 
cannabis legally available under license or through government monopoly. 
The misuse of alcohol remains the most serious non-medical drug use prob- 
lem in Canada; yet it is inconceivable that Parliament would consider declar- 
ing it a national emergency in order to assert a general jurisdiction beyond 
that which it can assert on the basis of the criminal law power. 


JURISDICTION WITH RESPECT TO HEALTH 


This view of the possibility of the general power as a basis for legislation of 
a non-criminal law nature in relation to non-medical drug use is reinforced 
by the view which has generally been taken of the distribution of jurisdiction 
with respect to public health. There has been some expression of judicial 
opinion that the general or residuary jurisdiction with respect to health rests 
with Parliament, on the basis of the general power,” but the weight of 
opinion,” and the assumption on which governments have acted,” is that it 
rests with the provinces. It is recognized, however, that Parliament may 
invoke the general power to cope with real emergencies. 


Two important functions in respect of health are treatment and quarantine. 
In each case the general jurisdiction would appear to be provincial. The 
primary jurisdiction with respect to medical treatment lies with the provinces 
by virtue of section 92(7) of the British North America Act which confers 
upon provincial legislatures exclusive jurisdiction with respect to “The Estab- 
lishment, Maintenance, and Management of Hospitals, Asylums, Charities, 
and Eleemosynary Institutions in and for the Province, other than Marine 
Hospitals”. The federal jurisdiction with respect to the establishment of 
treatment facilities is a restricted one. The only express power is section 
91(11), which gives Parliament jurisdiction with respect to “Quarantine and 
the Establishment and Maintenance of Marine Hospitals”. In addition, Par- 
liament may establish and manage treatment facilities in other areas of 
federal concern, such as the armed forces, the Indian population on reser- 
vations, the prison population in federal institutions, and immigration. 
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It is necessary to distinguish between the regulatory jurisdiction with 
respect to hospitals and other treatment facilities which, as a general rule, lies 
with the provinces, and the capacity of the federal government, through the 
exercise of its spending power, to provide financial assistance for the estab- 
lishment of such facilities in the provinces. The use of the federal spending 
power in areas beyond federal legislative jurisdiction is a controversial issue, 
as a matter of policy, but it has not yet been ruled to be constitutionally 
invalid. By this device the federal government may impose conditions upon 
grants of financial assistance which will assure the implementation of certain 
policies and standards. 


Federal jurisdiction with respect to “Quarantine and the Establishment and 
Maintenance of Marine Hospitals” in virtue of section 91(11) of the BNA Act 
has not been the subject of much judicial commentary. Most of this commen- 
tary has been unnecessary to the decision of the cases, but it has tended to 
affirm a general provincial jurisdiction on the subject of quarantine.’ The 
most reasonable interpretation to apply to the word “quarantine”’ in section 
92(11) is that it refers to port of entry or ship’s quarantine.“ This results 
from its juxtaposition with the subject of marine hospitals and the fact that it 
falls in the sequence of specific heads of jurisdiction dealing with what might 
collectively be described as maritime matters: “9. Beacons, Buoys, Light- 
houses, and Sable Island; 10. Navigation and Shipping; 11. Quarantine and 
the Establishment and Maintenance of Marine Hospitals; 12. Sea Coast and 
Inland Fisheries; 13. Ferries between a Province and any British or Foreign 
Country or between two Provinces....” It would be highly incongruous to insert 
a general power of quarantine in this grouping of subject matters. Moreover, 
if, as the weight of opinion seems to indicate, the general jurisdiction with 
respect to public health lies with the provinces, it would be a serious qualifi- 
cation of that jurisdiction to deny it a general power of quarantine. We seem 
to have a case, similar to that of the federal power to regulate trade and 
commerce, where it is necessary to read a qualification into an apparently 
unqualified term in order to reconcile it with the legitimate requirements of 
provincial jurisdiction. 


Whether the federal government has a true general power in relation to 
non-medical drug use, and the scope of the federal power with respect to 
matters of health, are particularly relevant in view of the non-penal alterna- 
tives suggested by article 22 of the Convention on Psychotropic Substances, 
1971, which provides: 


...when abusers of psychotropic substances have committed such offences, the 
Parties may provide, either as an alternative to conviction or punishment or in 
addition to punishment, that such abusers undergo measures of treatment, 
education, after-care, rehabilitation and social reintegration in conformity with 
paragraph | of article 20. 


It is clearly established that the provinces have jurisdiction to provide for 
civil commitment or compulsory treatment. There is legislation for the invol- 
untary confinement of mentally disordered persons in all of the provinces. 
The statement of the grounds for such confinement varies but generally 
speaking it is that the patient suffers mental disorder in such a degree that 
hospitalization is required “for his own protection or welfare or that of 
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others” or “in the interest of his own safety or the safety of others.” There is 
also legislative provision in some provinces for the compulsory treatment of 
drug dependent persons, including alcoholics, either under the mental health 
legislation or some special statute. The constitutional basis for compulsory 
treatment legislation in the provinces would appear to be section 92(7) of the 
BNA Act respecting the establishment of hospitals and asylums, section 
92(13) respecting property and civil rights, including questions of incapacity 
and the protection of incapables, and section 92(16) which covers the residual 
provincial jurisdiction with respect to matters of health.” 


In the absence of a true general power with respect to non-medical drug use 
or a general jurisdiction with respect to matters of health, federal power to 
provide for compulsory treatment must be grounded on the criminal law 
power. On this issue the Special Committee of the Senate on the Traffic in 
Narcotic Drugs, reporting in 1955, expressed itself as follows: 


The Committee points out that it is not within the constitutional authority of the 
federal government to assume responsibility for treatment of drug addicts nor to 
enact the kind of legislation necessary in that connection. This legislation would 
need to include the compulsory treatment of addiction, the legal supervision and 
control over the individual during treatment and the right of control of an 
individual following treatment to prevent his return to the use of drugs, former 
associations or habits. These are considered to be matters beyond the competence 
of the federal government.” 


In spite of this, Parliament provided for the compulsory treatment of drug 
offenders in Part If of the Narcotic Control Act in 1961. However, this part of 
the Act has never been put into force by proclamation. Whether this is 
because of doubts about the constitutional validity of these provisions or the 
failure to develop suitable treatment methods and facilities or later reser- 
vations by the government as to the advisability of compulsory treatment in 
principle, or some combination of these, is not clear. In any event, the 
provisions of Part II of the Act do provide a convenient framework for 
consideration of the jurisdiction of the federal Parliament with respect to 
compulsory treatment based on the criminal law power. 


Part II provides for two kinds of special disposition of persons convicted of 
offences under the Act: preventive detention for an indeterminate period in a 
penitentiary and sentence to custody for treatment for an indeterminate 
period in an institution operated under the federal penitentiary system. 


Preventive detention would apply in the case of a conviction for trafficking, 
possession for the purpose of trafficking or illegal importing or exporting. 
Where a person was convicted of one of these offences, and had previously 
been convicted at least once of such an offence, or had been previously 
sentenced to preventive detention under Part II, the court would be obliged to 
sentence such person to preventive detention. 


The Criminal Code provisions for preventive detention of habitual crimi- 
nals and dangerous sexual offenders, although challenged on the ground that 
they inflict punishment for a status or condition and that they impose “cruel 
and unusual punishment” in violation of the Canadian Bill of Rights, have 
been held to be constitutionally valid’ This makes it probable, although not 
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inevitable, that the provision for preventive detention in Part II of the 
Narcotic Control Act would also be held to be valid. However, since the 
provision makes the sentence mandatory and leaves the court without the 
discretion which it has under the Criminal Code provisions, a stronger case 
could be made against its validity on the ground of cruel and unusual 
punishment. The sentence could be called for in some very questionable 
circumstances, for example, a second offence of marginal trafficking in 
cannabis. 


The sentence to custody for treatment in Part II of the Narcotic Control Act 
is clearly regarded by the legislation as something different from preventive 
detention, although the effect may be similar, so presumably its constitutional 
validity is not automatically disposed of by the arguments applicable to the 
latter. It has a voluntary aspect, in that it may be ordered pursuant to an 
application by the accused or his counsel, but it may also be ordered upon 
application by counsel for the Crown. For this reason we shall refer to it as 
compulsory treatment. It applies not only in the case of a conviction for any 
of the offences for which preventive detention is to be ordered, but also in the 
case of conviction for simple possession under the Narcotic Control Act. The 
condition is not a previous conviction of any of these offences, as in the case 
of preventive detention, but the fact of being a “narcotic addict’. This 
expression is defined in the Act to mean a person “who through the use of 
narcotics...has developed a desire or need to continue to take a narcotic, 
or...has developed a psychological or physical dependence upon the effect of a 
narcotic.”’ Thus a person who was convicted of simple possession of cannabis 
for the first time could, theoretically at least, be sentenced to custody for 
treatment for an indeterminate period if the court found that he had devel- 
oped a desire to continue to take cannabis. Moreover, under the provisions as 
presently worded, a person could be sentenced to custody for treatment for 
addiction to a drug different from the one involved in the offence of which he 
was convicted. Thus there might be little or no connection between the offence 
and the condition justifying the sentence. 


In other respects the legislation has obviously been framed to suggest as 
close a connection as possible with the criminal law process. The order of 
commitment for compulsory treatment is called a “sentence” to suggest the 
criminal law disposition of a case. It is to be “in lieu of any other sentence 
that might be imposed for the offence of which he was convicted.” The 
legislation makes criminal conviction a prior condition, and does not attempt 
to provide for compulsory treatment as an alternative to further prosecution, 
which would make it independent of guilt or innocence. The court may order 
that the accused be examined for addiction while a charge is pending, but a 
sentence to custody for treatment is to be imposed only if he is convicted. A 
person under such sentence would come under the jurisdiction of the federal 
penitentiary and parole systems. He would be deemed to be an “inmate” 
within the meaning of the Parole Act and subject to release and supervision in 
accordance with that act. 


While these provisions strongly suggest that Parliament considered its 
jurisdiction with respect to compulsory treatment (to the extent that it existed 
at all) to be limited to criminal cases, the legislation contemplates federal 
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provincial agreements whereby the federal penal authorities could acquire 
custody of narcotic addicts who had not been charged with an offence but 
who had been committed for compulsory treatment under provincial legisla- 
tion. Under such an agreement a province would make use of the federal 
penitentiary and parole systems for the confinement, release and supervision 
of persons so committed. Part II provides (as does complementary provincial 
legislation®*) that persons committed under the provincial legislation would 
be deemed, for purposes of the federal penitentiary and parole systems, to 
have been sentenced to custody for treatment under Part II. 


If compulsory treatment is to fall within the criminal law power it must be 
seen either as a valid disposition of a criminal law case or as an aspect of 
Parliament’s jurisdiction to legislate for the prevention of crime. To be valid 
as a criminal law disposition it would seem that a disposition must be 
reasonably related to the issue of criminal responsibility. There is no doubt 
that Parliament may validly confer on the courts a wide range of discretion as 
to disposition. This includes suspended sentence and probation, and it could 
also include absolute and conditional discharge, which would even preclude 
conviction. It would seem that the essential thing is that there must be a 
prohibition of conduct with provisions for penalty, and a disposition of the 
case that is reasonably related to a finding as to criminal responsibility. This 
is the case with confinement under the provisions of the Criminal Code of a 
person who is found to be unfit to stand trial” or is acquitted on account of 
insanity.” The condition for which he is confined is directly related to the 
issue of criminal responsibility.” 


As it presently stands in Part II, the sentence to custody for treatment 
would not appear to be so related. The sentence might be imposed for 
addiction to a drug other than that involved in the offence for which the 
accused was convicted. Certainly there would be a bona fide criminal law 
offence, charge and conviction, and some disposition would be called for. But 
the provision concerning preventive detention shows that confinement for an 
indeterminate period is not contemplated as an appropriate disposition for a 
case of first offence under the Narcotic Control Act, and in any event not for 
the offence of simple possession. Thus the sentence to custody for treatment 
must be in consideration of the condition of addiction rather than the offence 
of which the accused has been convicted. When an offence that is punishable 
by imprisonment for a maximum of seven years is the occasion of a “sen- 
tence” for an indeterminate period, based on the fact of addiction, then it is 
doubtful if such sentence can be said to be reasonably related to the issue of 
criminal responsibility. 


There is no doubt that federal inmates may be validly exposed to medical 
treatment in the course of their confinement, but the coercive aspect of 
compulsory treatment is the confinement; it is that which is intended to have 
the compelling influence, and to force the inmate to accept the treatment that 
is available, if there is any. Involuntary confinement, actual or threatened, 1s 
of the essence of compulsory treatment. You cannot have compulsory treat- 
ment without it, and it cannot, therefore, be considered to have been imposed 
to serve some purpose of criminal law disposition, such as deterrence, isola- 
tion or rehabilitation. In the case of imprisonment, it is rehabilitation qua 
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criminal that is sought, not the cure of a medical condition. At the end of his 
term the offender must be released, whether he is actually rehabilitated or not. 
Confinement for an indeterminate period for the treatment of addiction 
implies that the addict will not be released until he is deemed to be cured. His 
criminal propensities are neither here nor there; it is his medical condition 
that is in issue. 


Now it may be said that the two are closely related; that addiction will 
compel the addict to engage in the crime of unauthorized possession of 
narcotics and in the crime of theft and trafficking to support his habit. From 
this it may be argued that compulsory treatment is a measure for the 
prevention of crime. Certainly, the federal criminal law power includes a 
preventive as well as a remedial jurisdiction.” Can compulsory treatment be 
regarded as a valid exercise of the preventive aspect of the criminal law 
power? 


Clearly, there must be some reasonable limits to the scope of this jurisdic- 
tion; otherwise, Parliament could invoke the criminal law power to legislate 
in relation to a great variety of social conditions which have some bearing on 
crime. The prevention, it is submitted, must be directed to a more or less 
specific danger of criminal acts. This is the case with preventive detention of 
habitual criminals and dangerous sexual offenders, a bond to keep the peace,” 
and orders not to commit a specific offence in the future.” It is also the case 
with juvenile delinquency legislation which, while admittedly a very broad 
exercise of the preventive criminal law jurisdiction of Parliament,” does turn 
on the notion of an offence and responsibility for specific violations of law. 


In the case of addiction we would be inferring the probability of future 
criminal acts, not from a history of criminality as in the preventive detention 
cases, or a threat of criminal acts, as in the bond to keep the peace, but from 
the compulsive nature of the medical condition. By making it impossible for 
the addict to obtain the drug legally we compel him to resort to criminal acts, 
and then we say that his addiction is the cause of his crime. The prohibitions 
against trafficking and illegal possession are not for some economic purpose, 
such as the regulation of trade and commerce, but precisely to prevent the 
harm caused by the non-medical use of opiate narcotics, including the harm 
of addiction. This is the criminal law means of attempting to prevent this 
harm. The addiction itself is not the crime. It is submitted that the compul- 
sory medical treatment of addiction must be regarded as a non-criminal law 
means of dealing with this harm. 


Thus while compulsory treatment may have the consequential effect of 
preventing or reducing crime it is directed to the elimination of a medical 
condition rather than the deterrence of crime. The cure of addiction does not 
assure that a person will not engage in trafficking or casual use. Neither of 
these depend on addiction. The confinement does have the effect of prevent- 
ing crime, but as we have suggested above, the confinement must be seen as 
the means of compelling acceptance of treatment rather than prevention of 
crime. Otherwise, it is indistinguishable from preventive detention and 
should be justified as such, on a clear showing of prior and present criminal- 
ity, and serious danger to the public. 


The general conclusion that we draw from this analysis is that it is doubtful 
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if the compulsory treatment of addiction is sufficiently related to specific 
issues of criminal responsibility, either preventively or remedially, to be 
capable of being grounded jurisdictionally on the criminal law power. If there 
is a federal jurisdiction to provide for compulsory treatment of addiction it 
ought logically to exist as a general one, independent of the criminal law 
power, or not at all. If there is a federal power to provide for compulsory 
treatment of addiction in order to prevent crime then there ought logically to 
be a federal power to provide for the compulsory treatment of psychopathic 
conditions which may lead to crime. It is perhaps significant that Parliament 
has not attempted to disguise the preventive detention of the habitual crim1- 
nal or the dangerous sexual offender as compulsory treatment, although their 
condition may be one which calls for treatment. 


We do not deny that there is a persuasive argument to be made for 
compulsory treatment as a measure for the prevention of crime; all we say is 
that its implications carry us beyond the criminal law power. It is on a par 
with other legislative initiatives which may remove conditions, personal or 
social, which are conducive to crime. Nor do we deny that Parliament may 
validly provide medical treatment for the criminal offender, to which he may 
be more or less compulsorily exposed by virtue of his confinement. We merely 
say that such treatment is not really related to the issue of criminal responsi- 
bility so as to form a true part of the disposition of the case. The possible 
exception is where the addiction can be shown to be directly related to the 
crime of which he is convicted (as in the case of the simple possession of a 
drug to which he is addicted). Then the case may be said to be analogous to 
one in which the accused is acquitted on the ground of insanity. If that is to 
be the case then we should say what we mean: we should make a finding of 
addiction the alternative to a finding of criminal responsibility. It should be 
noted that the Supreme Court of the United States has held that it is 
unconstitutional to make addiction a crime on the ground that it is cruel and 
unusual punishment in violation of the Eighth and Fourteenth Amendments 
of the American Constitution.” American civil commitment statutes some- 
times expressly provide that civil commitment which is ordered while a 
charge is pending is not a criminal conviction. On a similar view of the 
matter the “sentence” to custody for treatment in Part II would have to be 
considered to be a non-punitive commitment for compulsory treatment in lieu 
of the punishment which might have been imposed in respect of the offence 
for which the addict was convicted. The more we attempt to relate compul- 
sory treatment to the criminal law power the more we are obliged to regard it 
as what many of its critics contend it is—imprisonment under another name. 


The provision in Part II of the Narcotic Control Act and provincial legisla- 
tion declaring a non-criminal addict committed for treatment under provin- 
cial law to be deemed to be under sentence to custody for treatment, and 
therefore an inmate within the meaning of the Parole Act, would appear to be 
of doubtful validity. A province may validly provide for compulsory treat- 
ment of narcotic addicts, and as a general rule may validly use federal 
administrative agencies and institutions for the implementation of its legisla- 
tion, but it is doubtful if either the federal Parliament or the provincial 
legislatures can validly impose upon a narcotic addict who has not been 
convicted of a narcotic offence the status of an inmate for purposes of the 
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Parole Act. There would appear to be a significant difference between the 
delegation that is contemplated here and that which has been permitted to 
facilitate the application of uniform rules and the avoidance of administra- 
tive duplication in the fields of natural products marketing and highway 
transportation.*’ Here there is a qualitative difference in the nature of the 
legislative and administrative impact on each side of the jurisdictional di- 
vision. There is an attempt to give a criminal character to a civil status 
without any bona fide criminal law basis for it. The enabling provision may 
be necessary to authorize the federal authorities to deal with the addict, but it 
effects a change of status which neither legislature can validly impose. 


Thus there is considerable doubt about the scope of federal jurisdiction to 
provide for compulsory measures of treatment, education, after-care, rehabil- 
itation and social reintegration as an alternative to conviction or punishment 
or in addition thereto. This policy option, suggested by the Convention on 
Psychotropic Substances, 1971, would appear, on constitutional and practical 
grounds to be open only to the provinces because of their jurisdiction and 
practical involvement with respect to such matters. Such a policy development 
involves a shift in constitutional emphasis from federal to provincial jurisdic- 
tion. We do not deny that there is considerable scope for a variety of 
dispositions of an essentially non-punitive nature in criminal cases, but as we 
have attempted to show in the discussion of compulsory treatment, there is 
considerable difficulty, and probably serious disadvantages, in attempting to 
relate a public health approach to issues of criminal responsibility. This the 
federal government is obliged to do if it attempts to develop a public health 
model for dealing with the non-medical user of drugs without a clear basis in 
the general power for such an approach. 


In considering whether Parliament should have legislative jurisdiction to 
provide for compulsory measures of treatment or indoctrination in lieu of 
criminal law conviction, the courts might well be influenced by the fact that 
there is an international agreement contemplating such a policy. But the law 
at present is that an international agreement does not add anything to the 
legislative jurisdiction which Parliament otherwise has under the BNA Act.* 
The federal government has the executive power to make international 
agreements on behalf of Canada, but it may not in a particular case have the 
full legislative power required to implement an agreement by suitable domes- 
tic legislation. Such power may lie wholly or partly with the provincial 
legislatures. The federal government does not increase its legislative power by 
entering into an international agreement. That power continues to be deter- 
mined by the normal distribution of legislative jurisdiction under the Cana- 
dian constitution. Thus, where the implementation of a proposed interna- 
tional agreement will require provincial legislative action, the agreement 
ought logically to be preceded by federal-provincial consultation. Canada 
fulfils its obligations under an international agreement if it implements the 
agreement by appropriate legislative and administrative action, whether it be 
federal or provincial. 
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PROVINCIAL POWER TO CREATE PENAL OFFENCES 


We must now consider whether there is a provincial jurisdiction to make 
conduct related to non-medical drug use a punishable offence. For example, if 
the federal Parliament were to repeal its prohibition of the simple possession 
of a particular drug, could the provinces validly enact such a prohibition? 


The provincial power, in virtue of section 92(15) of the BNA Act, to 
impose penalties (including imprisonment) for the violation of provincial 
laws can only be invoked if the province has the jurisdiction under some 
other head in section 92 to legislate in relation to a particular subject matter. 
The provincial penal jurisdiction is an ancillary power that is used to give 
effect to legislation that is valid under some other head of provincial jurisdic- 
tion. The provinces do not possess a primary and independent power, such as 
the federal criminal law power, to prohibit conduct with penal consequences. 
Such prohibition must be related to some other head of jurisdiction in section 
O2k 


The federal criminal law power permits Parliament to select any conduct 
for criminal law prohibition, whether or not Parliament could otherwise 
exercise a regulatory jurisdiction with respect to such conduct. For example, 
Parliament can prohibit certain conduct in the field of highway traffic, such as 
dangerous and impaired driving, although it does not have the power to 
regulate highway traffic. There is one limitation on the exercise of the federal 
criminal law power: it must not be a mere pretense or “colourable” use to 
usurp a provincial jurisdiction. It must be used for a true criminal law 
purpose and not for a legislative purpose that lies outside federal jurisdiction. 
An example of a colourable use of the criminal law power was the federal 
attempt to prohibit the manufacture and sale of margarine in the provinces, 
referred to above. The courts have not attempted to draw an exhaustive list of 
valid criminal law concerns. They have recognized that the criminal law is an 
expanding field, and that Parliament must be able to create new crimes. It was 
said in the Margarine case that public peace, order, security, health and 
morality were “the ordinary though not exclusive ends” served by the crimi- 
nal law. 


There may be both federal and provincial penal provisions in a particular 
field of activity. Where valid federal and provincial legislative provisions 
come into conflict the federal legislation prevails. The provincial legislation is 
rendered inoperative to the extent of such conflict.” 


To what extent can the provinces, in the absence of conflicting federal 
legislation, validly attach penal consequences to conduct in the field of non- 
medical drug use? There are precedents in the field of liquor control which 
appear to afford a basis for such jurisdiction, but they require careful exami- 
nation. The provinces clearly have the jurisdiction to regulate the distribution 
and possession of liquor, and they can make it an offence to distribute or 
possess liquor except as permitted by the regulatory legislation which they 
enact. Such a legislative approach is similar to that reflected by the Narcotic 
Control Act and the Food and Drugs Act. Liquor is made available upon 
certain conditions and in a certain manner, and any other dealing in it is 
prohibited. But the provinces may go further; the courts have held that they 
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may prohibit the distribution of liquor altogether.” It is this jurisdiction that 
is most relevant to the consideration of whether the provinces could prohibit 
the conduct involved in other non-medical drug use. 


The constitutional basis of provincial liquor prohibition, as articulated in 
the cases, is somewhat ambiguous. The provincial suppression of the liquor 
traffic has been justified as the abatement or prevention of a “local evil’, 
resting on provincial jurisdiction with respect to matters of a merely local or 
private nature in the province under section 92(16) of the BNA Act. It is not 
clear what was contemplated as the “evil” in the distribution and consump- 
tion of liquor but the language used in the cases is strongly suggestive of 
morality. 


If provincial liquor prohibition is to be considered as a penal suppression 
of conduct on the ground of public morality then it must, in the light of later 
decisions, be considered to be a constitutional anomaly, as we suggested in the 
Interim Report. The Supreme Court of Canada has clearly rejected the notion 
of “local evil” as a basis for provincial legislation of a criminal law charac- 
ter,’ and other decisions have made it plain that the provinces do not have a 
jurisdiction to create penal offences for the enforcement of morality.” 


It has been suggested, however, that the provinces can validly prohibit the 
conduct involved in non-medical drug use as an aspect of provincial jurisdic- 
tion with respect to health, and provincial liquor prohibition could be recon- 
ciled with this view of the matter. The few cases on the point” are conflicting 
and reflect the doubt on the issue which we expressed in the Interim Report. 
There must obviously be a provincial jurisdiction to prohibit certain conduct 
with penal consequences in order to protect public health. Otherwise there 
can be no effective provincial regulatory jurisdiction with respect to health. 
The fields of sanitation and infectious disease are typical examples where 
there must be this power. In the intention behind the criminal law suppres- 
sion of conduct in relation to non-medical drug use there is, however, a blend 
of legislative purposes. There is undeniably a bona fide health concern, but 
there is also a public morality concern. When non-medical drug use is spoken 
of as an “evil” there is concern not only for the effect on the health of 
individuals but also concern for the effect on the general tone and capacity of 
the society—for harm that is not strictly a matter of health. This is a concern 
for public morals—for the effect of non-medical drug use on character. Are 
the courts not obliged to assign this dual purpose to provincial attempts to 
prohibit such conduct, however they may be couched in the form of health 
legislation? This is the basis for doubt as to provincial jurisdiction to make 
conduct related to non-medical drug use a punishable offence. The problem is 
to determine the dominant legislative purpose which gives the legislation its 
true nature and character. 


We have now come to the conclusion that such a jurisdiction can be 
justified as a protection of health, and as a practical matter can hardly be 
denied in view of the precedents in favour of provincial liquor prohibition. 
These include the right to make public drunkenness an offence.’ Liquor 
prohibition must necessarily involve the right to prohibit any and all conduct 
involved in the distribution and use of liquor, and it is impossible to distingu- 
ish between provincial control of liquor and provincial control of other drugs 
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as legislative concerns. They are both concerned with the effect of consump- 
tion on the individual and the community generally. Unless the courts are to 
say that a mistake was made in the liquor prohibition cases there seems to be 
no way of making a distinction between the two. The “local evil” spoken of in 
the liquor cases may be thought of as a matter of public morality but it may 
equally be thought of as a matter of injury to health. We have come to the 
conclusion that if provincial legislation is so framed as to clearly indicate a 
concern with the effect of non-medical drug use on the health of the individ- 
ual it would have a valid provincial aspect notwithstanding that it might 
incidentally serve other purposes such as the prevention of social harm or the 
deleterious effects of drug use upon society generally.” 


JURISDICTION WITH RESPECT TO EDUCATION 


Education falls within exclusive provincial jurisdiction under section 93 of 
the BNA Act. At the same time, a distinction must be made between education 
in the organized sense, involving formal instruction in educational institu- 
tions, and education in the broadest sense, including public education through 
a variety of media and facilities in which the federal government clearly has 
a role to play. 


To the extent that drug education is to be furnished in the school system, it 
must be deemed to come within provincial jurisdiction. But there is nothing to 
prevent the federal government from contributing to drug education in the 
larger sense, outside the formal educational system, by a variety of informa- 
tional programs making use of all the media of communication. It may also, 
of course, take a lead in the development of the necessary informational basis 
for provincial drug education programs and may indeed collaborate in the 
development of the educational materials for use in such programs. 


The distinction drawn in the Interim Report between information and 
education was directed more to the nature of materials than to jurisdictional 
issues. The distinction was meant to emphasize that the processes and consid- 
erations which go into the development of sound information by research 
and evaluation may differ from those which go into the development of 
educational materials based on such information. The jurisdictional issue 
turns rather on the distinction between the organized educational system and 
activity of a general educational value outside that system. It would be utterly 
impracticable if every communication which might be deemed to be of an 
educational value were held to be a matter of exclusive provincial jurisdiction. 
At the same time there is obviously a domain in which the formal educational 
system may be extended by the use of audio-visual techniques. Such develop- 
ment raises a clear issue of provincial jurisdiction but it does not preclude 
federal activity of general educational value by similar means of 
communication. 
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LEGISLATION AND LAW ENFORCEMENT 


HISTORY 


Our legislative policy with respect to cannabis goes back to 1923. In the 
early 1920s public concern about non-medical drug use was stimulated by a 
series of articles written for Maclean’s Magazine by Mrs. Emily Murphy, a 
police magistrate and judge of the Juvenile Court in Edmonton, Alberta, and 
later incorporated by her in a book entitled The Black Candle.°° She described 
the evils of drug use in somewhat sensational terms. The Chief of Police of 
Los Angeles was quoted as having made the following statement about 
maryuana: 


Persons using this narcotic smoke the dry leaves of the plant, which has the effect 
of driving them completely insane. The addict loses all sense of moral responsi- 
bility. Addicts to this drug, while under its influence, are immune to pain....While 
in this condition they become raving maniacs and are liable to kill or indulge in 
any form of violence to other persons, using the most savage methods of cruelty 
without, as said before, any sense of moral responsibility.”’ 


It is thought that Mrs. Murphy’s writings were probably responsible for the 
inclusion of marijuana in the Schedule to The Opium and Narcotic Drug Act 
in 1923.* There was only passing reference to the subject in the debate and 
no discussion of the reasons for its inclusion. In any event, a decision was 
made in 1923, without any apparent scientific basis nor even any real sense of 
social urgency, to place cannabis on the same basis in the legislation as the 
opiate narcotics, such as heroin, and that is the way it has remained on the 
statute books ever since. 


In 1955 the Special Senate Committee on the Traffic in Narcotic Drugs 
made the following observation on marijuana: 


Marijuana is not a drug commonly used for addiction in Canada, but it is used in 
the United States and also in the United Kingdom by addicts. 


No problem exists in Canada at present in regard to this particular drug. A few 
isolated seizures have been made but these have been from visitors to this 
country or in one or two instances from Canadians who have developed the 
addiction while being in other countries.” 


Over the years there was an increase from time to time in the severity of 
the penalties applicable to the narcotic offences, and this increase in severity 
was automatically applied to cannabis. In 1954 the maximum sentence for the 
offences of trafficking and possession for the purpose of trafficking was raised 
from seven to fourteen years and in 1961 to life imprisonment. In the early 
years, at least, the call for increased severity in the narcotic laws seems to have 
been inspired in some measure by anti-asiatic feeling.” It is ironic that the 
severity which was originally seen as falling mainly upon persons of Asiatic 
origin, should have fallen ultimately upon middle-class youth. 
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AUTHORIZED DISTRIBUTION AND POSSESSION OF CANNABIS 


Cannabis was formerly used to some extent for medical purposes in 
Canada, although there no longer appears to be any demand for permission 
to make it legally available for such purposes. It is not clear what the policy of 
the government would be if there was such a demand. Under the terms of the 
Single Convention on Narcotic Drugs, 1961, it could be made legally available 
for medical purposes, although it is included among the drugs in Schedule IV 
which the parties are invited to restrict to purposes of medical and scientific 
research. Federal law does not prevent doctors from prescribing cannabis for 
medical purposes if they can obtain a legal supply of it, but they cannot be in 
authorized possession of it unless they obtain it from a licensed source of 


supply. 
The distribution and possession of cannabis is authorized under certain 
conditions, for purposes of research and drug analysis. 


The Narcotic Control Regulations make provision for authorization to be 
given by the Minister to purchase, possess and administer cannabis for 
scientific purposes. Section 47 of the Regulations” provides as follows: 


(1) Where he deems it to be in the public interest and the interests of science, the 
Minister may authorize in writing. 


(a) any person to purchase and possess a narcotic, and 
(b) notwithstanding section 38, 
(i) any person to administer that narcotic to an animal, and 


(ii) any practitioner of medicine to administer that narcotic to a 
person, 


for the purposes and subject to the conditions set out in the authorization. 


(2) The Minister may, at any time, revoke the authorization referred to in 
subsection (1) and require any person in possession of a narcotic pursuant to 
that authorization to deliver the narcotic to the Minister of his agent. 


There are similar provisions under the Food and Drug Regulations for 
controlled drugs and restricted drugs. 


The Minister also has a discretion to authorize the cultivation of marijuana 
for scientific purposes.” 


Departmental procedures and policy with respect to approval of research, 
as well as our national policy with respect to the production of cannabis for 
scientific purposes, will be discussed in a subsequent report. 


Section 47 of the Narcotic Control Regulations also makes provision for the 
delivery of cannabis and other drugs covered by the Act to authorized persons 
for purposes of identification or analysis.” The authority is somewhat circum- 
scribed. It permits a person who is under treatment by a doctor by reason of 
the use of drugs to deliver a drug to the doctor who in turn may deliver it for 
identification, or analysis, to a person who has been authorized for such 
purpose by the Minister. The delivery (although presumably not the posses- 
sion) of the drug by the patient, and the possession and delivery of it by the 
doctor are protected by the regulation; but the same is not true of anyone else 
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who may wish to deliver drugs for such purpose. This policy with respect to 
drug analysis is discussed in a subsequent report. 


There is a further provision in the Regulations respecting lawful possession 
of cannabis. It is section 49, which reads as follows: 


An inspector, a member of the Royal Canadian Mounted Police, constable or 
peace officer or member of the technical or scientific staff of any department of 
the Government of Canada, of a province or university, may be in possession of 
a narcotic for the purpose of, and in connection with, his employment therewith. 


The precise scope of this provision is not too clear, but presumably it is 
intended to authorize possession in the course of law enforcement, authorized 
drug analysis and scientific research. Government personnel authorized to be 
in possession of cannabis would include analysts, appointed under the Food 
and Drugs Act, whose certificates make proof of the nature of a drug for 
purposes of prosecution. 


PROHIBITIONS AND PENALTIES 


Offences involving cannabis are indictable offences (with the option to 
proceed by way of summary conviction in a case of simple possession) and 
are subject, under the Narcotic Control Act, to the same penalties as offences 
involving the drugs which are true narcotics: 


A minimum of seven years and a maximum of life imprisonment for 
unauthorized importing or exporting;™ 


A maximum of life imprisonment for trafficking” and possession for the 
purpose of trafficking; 


A maximum of seven years’ imprisonment for the unauthorized cultivation 
of marijuana;°’ 


For unauthorized possession® (that is, simple possession), depending upon 
whether the Crown proceeds by way of indictment or summary conviction: 


upon indictment, a maximum of seven years’ imprisonment, and upon 
summary conviction, a maximum of six months’ imprisonment and/or a 
fine of one thousand dollars for the first offence and one year’s imprison- 
ment and/or a fine of two thousand dollars for subsequent offences. 


Importing or Exporting 


Unauthorized importing is clearly regarded as the most serious offence 
under the Narcotic Control Act. It is the only offence under the Act which 
carries a mandatory minimum sentence. It was introduced into the law in 
1961 pursuant to a recommendation by the Special Senate Committee of 
1955, which clearly had the opiate narcotics in mind. It has presented the 
courts with serious difficulty, particularly in the case of young persons found 
to be importing cannabis. Because of the severity of the minimum sentence, it 
is understood to be the policy of federal prosecutors to proceed under this 
section only in serious cases involving significant quantities.” (Under the 
Food and Drugs Act importing or exporting falls within the definition of 
trafficking and does not carry a minimum sentence.) 
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In 1970” there were 26 convictions for illegal importation or exportation 
of cannabis and only two convictions for illegal importation or exportation of 
heroin. Seventeen of the 26 convictions with respect to cannabis were in the 
age group from 21 to 24 years (Table A.9). Of the 28 convictions for illegal 
importation under the Narcotic Control Act in 1970, 25 were in Quebec. This 
is explained by the fact that Montreal is one of the chief ports of entry for 
smuggling in North America. In 1971, 22 out of 26 convictions for illegal 
importation under the Narcotic Control Act were for cannabis. Once again, 
the overwhelming majority were in Quebec, and the age distribution was 
much the same as in 1970, with over 50% of the cases in the age group 21-24 
(Table A.10). 


Trafficking 


To traffic under the Narcotic Control Act means to “manufacture, sell, give, 
administer, transport, send, deliver or distribute’, or to “offer to do” any of 
these things without authority.’ For the offence of trafficking it is not 
necessary to show that the drug is actually a drug covered by the Schedule of 
the Act. It is sufficient that it be represented or held out to be such.” It is not 
necessary to be in possession to be a trafficker.” The offence of trafficking by 
offering to do so does not require actual possession of the drug which is 
offered.”* The purchaser from a trafficker is not guilty of the offence of 
trafficking.” 


Attempts have been made to extend the definition of trafficking by relying 
on the word “transport” in the definition, and arguing that any movement of 
the drug from one place to another is sufficient for trafficking. The courts 
have held that the word “transport”, when read in the context of other words 
in the definition, cannot be applied to the movement of the drug by the 
accused for his own use.”° It has recently been held, however, that transport- 
ing for one’s own use by an “innocent agent” amounts to trafficking.” 


The statute expresses no distinction at all between qualitatively different 
kinds of trafficking, and the courts have not read any such distinction into the 
legislation. There is obviously a big difference between selling the drug for 
monetary consideration and giving it to a friend. Selling it at cost to an 
acquaintance is different from selling to a variety of people to make a profit. 
Selling it on a small scale to make a marginal profit—perhaps to support one’s 
own use—is not the same as organizing and controlling a large entrepreneur- 
ial organization. As can be seen, trafficking activities range along a spectrum 
from a kind of act not far removed in seriousness from simple possession to 
the extensive activities of the stereotyped exploiter and profiteer whose image 
led to the kinds of penalties associated with trafficking. The legislature has 
left it to the courts to develop sentencing policies reflecting important differ- 
ences. The range of sentences for trafficking offences will be discussed in 
greater detail in the section of this Chapter on Sentencing Policy. 


In 1970 there were 606 convictions for the offence of trafficking under the 
Narcotic Control Act. Four hundred and forty-six of these were for trafficking 
in cannabis (Table A.1). In 1971 there were 565 convictions for trafficking 
under the Act, of which 476 were for cannabis (Table A.2). 
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Possession for the Purpose of Trafficking 


Unlike the case of trafficking, where it is sufficient that the drug be 
represented or held out to be one which is included in the Schedule of the Act, 
it is necessary for the offence of possession for the purpose of trafficking that 
the accused actually be in possession of such a drug. 


A certificate of an analyst designated under the Narcotic Control Act or the 
Food and Drugs Act is admissible in evidence as to the nature of a drug in any 
prosecution for offences under the Act.” In order for such a certificate to be 
admissible the party intending to produce it must, before the trial, give the 
other party reasonable notice of such intention together with a copy of the 
certificate. The party against whom the certificate is produced may, with leave 
of the court, require the attendance of the analyst for purposes of cross- 
examination.” 


A case of possession for the purpose of trafficking proceeds as if it were two 
trials. The law® provides that if the accused does not plead guilty the trial 
shall proceed as if it were a prosecution for the offence of simple possession, 
and after the close of the case for the prosecution and after the accused has 
had an opportunity to make full answer and defense, the court shall make a 
finding as to whether or not the accused was in possession of cannabis 
contrary to the prohibition against simple possession.”' If the court finds that 
the accused was not in possession of cannabis contrary to that provision he 
shall be acquitted, but if it finds that he was in possession of cannabis 
contrary to that provision, he shall be given an opportunity of establishing 
that he was not in possession of cannabis for the purpose of trafficking, and 
thereafter the prosecutor shall be given an opportunity of adducing evidence 
to establish that the accused was in possession for the purpose of trafficking. 
If the accused establishes that he was not in possession of cannabis for the 
purpose of trafficking, he shall be acquitted of the offence as charged but he 
shall be convicted of the offence of simple possession and sentenced accord- 
ingly. If the accused fails to establish that he was not in possession of 
cannabis for the purpose of trafficking, he shall be convicted of that offence 
and sentenced accordingly. 


This exceptional provision concerning the burden of proof is usually 
justified on the ground that it is ordinarily very difficult to prove the intention 
to traffic. In the absence of an admission, proof of such intention must be by 
way of inference from circumstantial evidence, such as the quantity of the 
drug discovered in the accused’s possession.” 


There has been a serious question as to the precise nature of the burden 
placed upon the accused by this procedure and the extent to which it operates 
in practice as a departure from the traditional presumption of innocence. The 
courts have distinguished the secondary burden of adducing evidence of a 
particular fact from the primary burden of proving it when all the evidence is 
in.” The primary burden is always on the Crown to establish all the elements 
of the crime by proof beyond a reasonable doubt. By the special procedure 
with respect to the offence of possession for the purpose of trafficking the 
Crown is relieved of the burden of adducing evidence of the intention to 
traffic. Proof of unauthorized possession is evidence from which a court may 


234 


5. The Law 


infer an intention to traffic. In effect, it raises a statutory presumption of such 
intention. The difficult question has been to determine what the accused must 
show to rebut this presumption and whether the burden which is cast upon 
him violates the right affirmed by the Canadian Bill of Rights “to be pre- 
sumed innocent until proved guilty according to law....’” 


The issue has been the meaning to be given to the word “establish” in the 
provision “...if the accused establishes that he was not in possession of the 
narcotic for the purpose of trafficking, he shall be acquitted...if the accused 
fails to establish that he was not in possession of the narcotic for the purpose 
of trafficking he shall be convicted....” The question has been whether it is 
sufficient for the accused to raise a reasonable doubt as to the intention to 
traffic or whether he must prove that he did not have such an intention by a 
preponderance of evidence or on a balance of probabilities. Until June 1971 
the weight of the judicial authority was that it was sufficient for the accused to 
raise a reasonable doubt. In our Interim Report we expressed the law on the 
point as follows: 


..the legislation has deemed that evidence of unauthorized possession may 
support an inference of the mental element without any further affirmative 
evidence on this point, unless the accused gives a reasonable probable alternative 
explanation for his possession, whether from his own evidence, or other wit- 
nesses, or from evidence already before the Court. The Court need not draw this 
inference even when the accused does not adduce any evidence, but he takes the 
risk it will do so. In all cases, though, if the accused by argument or evidence or 
cross-examination of the Crown witnesses establishes a reasonable doubt about 
his alleged purpose of trafficking, he must be acquitted of the offence of 
possession for the purpose of trafficking. (Paragraph 379) 


This statement was based on such decisions as Regina v. Hartley and 
McCallum,» in which Davey J.A. of the British Columbia Court of Appeal 
expressed himself as follows: 


Crown counsel submits that in order to discharge that burden the appellant must 
show upon a preponderance of the evidence or on the balance of probabilities 
that he was not trafficking.... 


It seems to me that it is established by the cases relied upon by Crown coun- 
sel...that if the prisoner by argument or evidence or cross-examination of the 
Crown’s witnesses establishes a reasonable doubt as to whether he had posses- 
sion of the narcotic for the purpose of trafficking, he must be acquitted of that 
particular offence, namely, having possession for the purpose of trafficking, and 
in the result he ought to be convicted only of ordinary possession. 


Later in the case of Regina v. Silk®* the same court expressed the view that 
to deprive the accused of the benefit of a reasonable doubt on the issue of the 
intent to traffic would be contrary to the presumption of innocence protected 
by the Canadian Bill of Rights. In other words, the Court held that the 
presumption of innocence is the right of the accused to be presumed innocent 
unless and until his guilt is proved beyond a reasonable doubt, and that this 
presumption necessarily carries the right to the benefit of a reasonable doubt 
on the issues of fact, whether it exists on the evidence offered by the Crown or 
whether it is raised by the evidence of the accused. 


23D 


Cannabis 


This would no longer appear to be the law as a result of the decision of the 
Supreme Court of Canada in Regina v. Appleby.*’ There the Court was 
considering the statutory presumption created by section 237(1)(a) * of the 
Criminal Code whereby an accused who is proved to have occupied the seat 
ordinarily occupied by the driver of a motor vehicle is “deemed to have had 
the care or control of the vehicle unless he establishes that he did not enter or 
mount the vehicle for the purpose of setting it in motion’’, but the reasoning, 
at least of the majority in the case, would appear to be equally applicable to 
the burden of proof thrown upon the accused in a case of possession for the 
purpose of trafficking. Indeed, the Court considered the decisions with respect 
to the Narcotic Control Act and the Food and Drugs Act, including the Hartley 
and Silk cases. The Court held that the statutory presumption could not be 
rebutted by proof which merely raised a reasonable doubt; that a burden was 
placed on the accused to negate the presumption by a preponderance of 
evidence or proof which carried on a balance of probabilities. In other words, 
he has the burden of proof which applies in civil proceedings. 


The essential basis of the decision was that the word “establishes” connotes 
a degree of proof beyond that which may be necessary to raise a reasonable 
doubt. The Court further held that placing such a burden upon the accused 
was not contrary to the presumption of innocence protected by the Canadian 
Bill of Rights. In Appleby the majority of the Court held in effect that the right 
to be presumed innocent until proved guilty according to law is not a right to 
be presumed innocent until proved guilty beyond a reasonable doubt. Laskin, 
J., in a special opinion concurring in the result arrived at by the other 
members of the Court, appeared to interpret the presumption of innocence in 
the Canadian Bill of Rights as including the right to the benefit of any 
reasonable doubt but then found that there was no conflict with this right in 
holding that it was insufficient for the accused who is faced with the statutory 
presumption of section 237 to raise a reasonable doubt. It should be noted 
that the United States Supreme Court has held that the right to the benefit of 
reasonable doubt is protected by the due process clause of the Constitution.” 
Due process is also affirmed in the Canadian Bill of Rights, and the specific 
reference to the presumption of innocence is only a particular aspect of it. 
Due process does not appear to have been argued in the Appleby case. 


On the basis of due process and the rational connection test which has been 
applied to the constitutionality of criminal statutory presumptions in the 
United States,” it would be open to argue that the statutory presumption in 
the Narcotic Control Act is distinguishable from that in section 237 of the 
Criminal Code. It is reasonable to assume, however, that the conclusion of the 
Supreme Court in the Appleby case would be applied to the statutory burden 
of proof cast upon the accused in a prosecution for the offence of possession 
for the purpose of trafficking. The result of the case is that the burden is even 
heavier than we assumed when we expressed concern about it in the Interim 
Report. What it means is that the fact of intent to traffic is not to be governed 
by the ordinary rule concerning benefit of reasonable doubt. It is deemed to 
be proved beyond a reasonable doubt by proof of unauthorized possession, 
and it can only be negated by proof which carries on a balance of probabili- 
ties. If the evidence of the accused merely raises a reasonable doubt as to the 
intent to traffic he is not entitled to the benefit of that doubt. 
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In 1970 there were 399 convictions for possession for the purpose of 
trafficking under the Narcotic Control Act, of which 356 were for cannabis 
(Table A.1). In 1971 there were 602 such convictions of which 533 were for 
cannabis (Table A.2). 


Simple Possession 


For the purpose of the Narcotic Control Act, “possession” has the same 
meaning as it has under the Criminal Code where it is defined in section 3(4) 
as follows: 


(a) a person has anything in possession when he has it in his personal possession 
or knowingly 


(i) has it in the actual possession or custody of another person, or 


(ii) has it in any place, whether or not that place belongs to or is occupied by 
him, for the use or benefit of himself or another person; and 


(b) Where one of two or more persons, with the knowledge and consent of the 
rest, has anything in his custody or possession, it shall be deemed to be in the 
custody and possession of each and all of them. 


It has been held that there is no “minimal” amount required to establish 
the offence of simple possession,” but an “infinitesimal’’ amount found in 
traces in the accused’s clothing has been held insufficient for conviction.” As 
in the case of possession for the purpose of trafficking the accused must be 
shown to have been in possession of a drug prohibited by the statute, and 
such proof is made in practice by an analyst’s certificate. The accused must 
know that he has a prohibited drug in his possession. In other words, he must 
have the necessary intention or mens rea traditionally required for criminal 
responsibility.” The burden is on the accused to prove any exception, exemp- 
tion, excuse or qualification prescribed by law which operates in his favour— 
for example, that his possession is authorized by the Act or Regulations.” 
Where the accused is charged with being in constructive possession by virtue 
of the fact that another person has possession with his knowledge and 
consent, it is not sufficient to show mere acquiescence; it is necessary to show 
some kind of control” over a common venture regarding the drug.” 


In 1970 there were 5,657 convictions for the offence of simple possession 
under the Narcotic Control Act, of which 5,399 were for cannabis (Table A.1). 
In 1971 there were 8,840 such convictions, of which 8,389 were for cannabis 
(Table A.2). The details concerning sentences will be considered in the section 
of this Chapter on Sentencing Policy. 


Cultivation 


In 1970 there were 43 convictions for illegal cultivation of marijuana and 
58 such convictions in 1971 (Tables A.1 and A.2). 


The law makes no distinction between cultivation for purposes of traf- 
ficking and cultivation for one’s personal use, and we have not found any 
reported decisions reflecting this distinction. It should be observed, however, 
that the offence is cultivation, or the deliberate growing of cannabis plants, 
and not merely being in possession of them. 
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APPLICABLE PROVISIONS OF THE CRIMINAL CODE 


Any matter concerning the offences created by the Narcotic Control Act and 
the Food and Drugs Act, which is not specially provided for in these statutes, 
is governed by the provisions of the Criminal Code*’ of Canada. These 
provisions relate to such matters as principles of criminal responsibility, 
parties to offences, attempts, conspiracies and accessories, jurisdiction and 
procedure. Basically, what the special statutes do is to define the offence and 
provide the penalty. They also touch such matters as statutory presumption 
and burden of proof, as well as special provisions concerning methods of law 
enforcement. For the rest, the Criminal Code applies. 


Certain offences created by the Criminal Code have a direct bearing on the 
suppression of conduct related to non-medical drug use. Probably the most 
important of these is conspiracy,” to which it is generally necessary to resort 
in attempting to convict persons involved in trafficking at higher levels of 
organization. Since such persons are usually careful to have no direct contact 
with the substance in which the trafficking is being carried on, nor with the 
lower levels of the distribution system, it is rarely possible to discover them in 
the actual act of. trafficking or of possession for the purpose of trafficking. 
Conspiracy is generally a difficult case to make, often involving considerable 
time and expense. 


The offences of obtaining by false pretense,” forgery,’ and uttering a 
forged document"”' are sometimes invoked in connection with attempts to 
obtain drugs illegally. There are also several offences covering conduct which 
involves injury or the threat of injury to third persons as a result of the use of 
drugs. There is the offence of murder by administering a stupefying or 
overpowering thing for the purpose of facilitating the commission or an 
offence or facilitating flight after committing or attempting to commit an 
offence,” the offence of administering a noxious thing,’ the offence of 
overcoming resistance to an offence by the administration of a drug,’ and 
the offences of administering a drug for the purpose of illicit intercourse’ 
and procuring an abortion." There is also the offence of driving a motor 
vehicle or having the care or control of it when the ability to drive is impaired 
by alcohol or any other drug.'”” 


It is a criminal offence to counsel, procure or incite another person to 
commit an offence,'” and this provision is applicable like other provisions of 
the Criminal Code to drug offences.'” If the offence is actually committed, the 
person who counsels or procures the other person becomes a party to the 
offence.''® There is the similar offence of aiding and abetting a person to 
commit an offence, which also makes the person who aids and abets a party to 
the offence.''" 


JUVENILE DELINQUENCY LEGISLATION 


A violation of the drug laws is an act of juvenile delinquency under the 
Juvenile Delinquents Act,'"' which defines a “juvenile delinquent” as follows: 
..any child who violates any provision of the Criminal Code or any federal or 
provincial statute, or any by-law or ordinance of any municipality, is guilty of 
sexual immorality or any similar form of vice, or who is liable by reason of any 
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other act to be committed to an industrial school or juvenile reformatory under 
any federal or provincial statute... 


The age limit for the application of the Juvenile Delinquents Act varies 
among the provinces from under sixteen in some to under eighteen in others. 
Where a child is over the age of fourteen and he is alleged to have committed 
an indictable offence the case may be transferred or “waived” from the 
juvenile court to the ordinary criminal court.'"” Cases involving drug offences 
are transferred to the ordinary courts from time to time.’ Sometimes, 
however, the case is remitted to the juvenile court.''* The proposed Young 
Offenders Act' makes similar provision for the transfer of a case from the 


juvenile court to the ordinary criminal court. 


The statistics of juvenile cases are not kept in a manner which permits them 
to be used as a reliable basis for estimating the number of cases involving 
drug offences which come before the juvenile courts. We know that there is a 
significant number of juveniles who are treated as delinquents by reason of 
drug offences, but there is no statistical basis for a reasonable estimate of the 
number. 


SPECIAL METHODS OF ENFORCEMENT 


The peculiar nature of drug crimes—the fact that the people involved in 
them are consenting and co-operating parties, and there is rarely, if ever, a 
victim who has reason to complain, as in crimes against persons and prop- 
erty—makes enforcement of the drug laws very difficult. The police are rarely 
assisted by complainants. For the most part they have to make their own 
cases. Moreover, the activity involved in non-medical drug use is relatively 
easy to conceal. It can be carried on, by agreement of the parties involved, in 
places which are not easily observed by the police. Further, the substances and 
equipment involved are relatively easy to conceal or dispose of. 


All of these difficulties have given rise to the development of unusual 
methods of enforcement. They are by no means confined in their application 
to the drug laws, but the combined effect of their use in connection with these 
laws has been one of the chief causes of concern about the impact of the 
criminal law in this field. The police admit the use of these methods in one 
degree or another, but they claim that they are absolutely essential to effective 
enforcement of the drug laws. Critics of these methods question their neces- 
sity but recognize the difficulty of challenging the professional opinion of the 
police on this point. Their chief contention is that these unusual methods 
represent a cost of enforcing the drug laws that is too great for the benefit 
derived from it. In particular, they say that the use of these methods has 
brought law enforcement into disrespect among young people, and has 
undermined respect for police and law generally. We shall comment on these 
issues in our conclusions and recommendations. 


These unusual methods of enforcement are special powers of search and 
seizure, the use of force to effect entry to premises and to recover evidence, 
the use of undercover agents and informers, and the encouragement or 
provocation of drug offences. 
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Powers of Search and Seizure 


Search of premises. Unless they have special statutory powers police can 
only search premises without a search warrant as an incident of arrest. Under 
the Narcotic Control Act''® and the Food and Drugs Act''’ the police are 
empowered, without the necessity of a search warrant, to enter and search any 
place other than a dwelling-house in which they reasonably believe that there 
is a prohibited drug by means of or in respect of which an offence has been 
committed. 


In order to be able to search a dwelling-house, other than as an incident of 
arrest, the police must obtain a search warrant from a justice, who must be 
satisfied upon an information under oath that there are reasonable grounds 
for believing that there is a prohibited drug by means of which an offence has 
been committed in the dwelling.’ The R.C.M. Police, however, may, and 
generally do, carry out such a search under the authority of a writ of 
assistance, which does not require them to establish such reasonable grounds 
for belief before a justice. 


A writ of assistance is a general warrant that is not limited as to time or 
place and remains valid during the entire career of the law enforcement 
officer to whom it is issued. It is obtained upon application by the Minister of 
National Health and Welfare to a judge of the Federal Court.''’ The judge 
has no discretion in the matter. It is mandatory that he issue the writ upon 
such an application. The writ empowers the officer named in it, with the 
assistance of such other persons as he may require, to enter any dwelling- 
house at any time and search for prohibited drugs. In practice writs of 
assistance are issued under the drug laws only to officers of the R.C.M. Police. 


In acting under a writ of assistance a police officer must reasonably believe 
that the dwelling-house contains a prohibited drug by means of or in respect 
of which an offence has been committed, but the grounds for his belief are 
not, as in the case of a search warrant, subject to review by a justice before he 
uses the writ. Officers who hold these writs are obliged, however, by the 
R.C.M. Police regulations to report on the use which they make of them, and 
they are subject to disciplinary measures for any apparent abuse of them.'” 


The chief distinction between the search warrant and the writ of assistance 
is the convenience of the latter. It avoids what may in many cases be a crucial 
loss of time. In stressing the necessity of the writ of assistance the R.C.M. 
Police have stated that the conditions under which searches have to be carried 
out under the drug laws make it very difficult in practice to obtain search 
warrants. They have emphasized the mobility of drug offenders, the fact that 
they often do not have an identified address, and the fact that searches have 
to be carried out very often at night when it is difficult to obtain a warrant. 


Other police claim to be at a disadvantage for lack of the writ of assistance, 
and this is one of the reasons they have often preferred to act with the R.C.M. 
Police. 


Search of the person. As a general rule police only have the power to search 
the person as an incident of arrest, in order to discover anything which might 
serve as evidence of the crime for which the arrest is made, or to disarm the 
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person arrested. Under the Narcotic Control Act'*' and the Food and Drugs 
Act'* the police are empowered, when searching any dwelling-house or other 
place, to search any person found therein. They are not obliged to make an 
arrest in order to carry out a search of the person. 


Seizure. At common law a police officer has the power to seize anything 
uncovered in the course of a search of premises which may be evidence of the 
crime for which a person is arrested. When acting under a search warrant he 
is expressly authorized to seize and bring the thing for which the warrant has 
been issued before a justice. Under the Narcotic Control Act'” and the Food 
and Drugs Act'™ there is an express power given to a police officer, when 
searching any dwelling-house or other place, to seize and take away any 
prohibited drug found in such place, anything in which he reasonably 
suspects such a drug to be contained or concealed, or any other thing by 
means of or in respect of which he reasonably believes an offence under the 
Act has been committed or that may be evidence of such an offence. This 
would include any motor vehicle by means of which an offence has been 
committed. The Act provides for forfeiture of things seized in the event of 
conviction. A person who has an interest in a motor vehicle which was seized 
but who was not in possession of it when it was seized or in any way 
responsible for its use to commit an offence may have his interest declared by 
a court. The vehicle is then returned to him or an amount equal to the value 
of his interest paid to him.'” 


nes se. of. Force 


The Acts provide that in carrying out a search a police officer may, with 
such assistance as he deems necessary, break open any door, window, lock, 
fastener, floor, wall, ceiling, compartment, plumbing fixture, box, container or 
any other thing.'”° 


The courts have also recognized that a police officer may use reasonable 
force upon the person to recover the prohibited substance. This is really an 
incident of the right to search the person. Such force is sometimes used to 
prevent heroin users from swallowing a supply of the drug which they have 
concealed in their mouth. In R. v. Brezack'*" the Ontario Court of Appeal 
affirmed the legality of this practice and said: 


..it is well known that, in making arrests in these narcotic cases, it would often be 
impossible to find evidence of the offence upon the person arrested if he had the 
slightest suspicion that he might be searched. Constables have a task of great 
difficulty in their efforts to check the illegal traffic in opium and other prohibited 
drugs. Those who carry on the traffic are cunning, crafty and unscrupulous almost 
beyond belief. While, therefore, it is important that constables should be in- 
structed that there are limits upon their right of search, including search of the 
person, they are not to be encumbered by technicalities in handling the situations 
with which they often have to deal in narcotic cases, which permit them little 
time for deliberation and require the stern exercise of such rights of search as 
they possess. 


The use of force by a policeman in an illegal search is an assault, and a 
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person has a right under the Criminal Code to use such force as is necessary to 
resist such assault.'”* 


The Use of Undercover Agents and Informers 


Because of the difficulty of detecting drug crimes the police rely heavily on 
undercover agents and informers. Undercover agents may have to engage in 
drug transactions in order to establish an identity or gain acceptance in the 
drug milieu. For this purpose they may purchase drugs in what the police call 
a “non-evidence buy’, as distinct from a purchase to establish evidence 
against an offender. The R.C.M. Police and other police pay persons to give 
them information concerning drug offences or persuade them to give such 
information in return for enforcement concessions. This is considered to be a 
legitimate law enforcement practice. Since the police rarely receive com- 
plaints they are very dependent upon information obtained in this way. As 
one R.C.M. Police officer put it to a Commission investigator: “Information is 
our business.” Individual officers spend a great deal of time developing their 
sources of information. 


During the course of our inquiry there were public complaints that young 
people were being recruited by the police as informers. In some cases the 
police were accused of using the threat of prosecution to induce youths to act 
as informers. It has not been possible to verify the facts of these cases in a 
manner that would support specific charges, but the official position of the 
R.C.M. Police is that they do not approve of such practices. 


The police claim that the use of undercover agents and informers not only 
assists in the detection of drug offences but helps to control drug availability 
by making it more hazardous to engage in trafficking. 


Police Encouragement or Instigation of Offences 


' Undercover agents have engaged in a practice which has been disavowed 
by officials but which, if we are to judge from reported decisions, continues to 
be used. This is the practice of inducing a person to commit a violation of the 
drug laws. This is often referred to as acting as an agent provocateur. In the 
United States the practice is called “entrapment”’. 


A common example is for an undercover agent to ask a person to sell or 
give him a prohibited drug. There were frequent complaints of this practice 
in the course of our public hearings although it was not possible to conduct 
the kind of full judicial inquiry that would be necessary to verify the facts in 
particular cases. The reported decisions, however, contain several examples of 
cases in which this practice has been used.'”’ 


A distinction must be drawn between offering the occasion for the commis- 
sion of a crime to a person who has already formed the intention of 
committing it, and inciting a person who has not yet formed such an 
intention to commit a crime in order to have the basis for prosecution against 
him. It is our impression from our inquiry that law enforcement officials at 
the senior level do not attempt to justify the second kind of case. They 
contend however, that the usual case is one in which an undercover agent 
buys from a person who is more than willing to sell. 
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As indicated in the section of this Chapter entitled Applicable Provisions of 
the Criminal Code, counselling and aiding and abetting a person to commit a 
criminal offence are themselves criminal offences. Apart from special statu- 
tory provision, law enforcement officers have no immunity from criminal 
liability on the ground of “public duty” for offences committed in the course 
of their functions.'” The extent, however, to which they may be held liable in 
practice is not clear.'*' A court may take the view that when doing something 
for law enforcement purposes which would otherwise be an offence they do 
not have the necessary criminal intent for liability. 


Police encouragement or instigation has not been recognized as a defence 
to a criminal charge in Canadian law.'” There is some precedent for ordering 
a stay of prosecution in such circumstances on the ground of an abuse of 
process, but a serious doubt has been raised as to whether this is a valid 
approach.’ Courts have, however, treated police provocation as ground for 
mitigation of sentence.'™ 


The American courts have developed the defence of “entrapment”’ as a 
basis for acquittal where the intention to commit the offence has been 
implanted by law enforcement officials.’ The Canadian Committee on Cor- 
rections recommended the legislative adoption of a similar defence in Canada 
in favour of a person who does not have “a pre-existing intention to commit 
the offence.” 


DISCRETION EXERCISED BY POLICE AND PROSECUTORS 


The Commission has attempted by certain kinds of investigation to develop 
an understanding of how discretion is exercised at the different stages of the 
criminal law process in the application of the drug laws. The material from 
which it draws its conclusions consists of the statistics concerning prosecution 
and disposition of drug cases in recent years, interviews with police and 
participant observation of the manner in which they enforce the law, inter- 
views with prosecutors and defense counsel, and interviews with judges. The 
purpose of this study has been to determine the attitudes of police, prosecu- 
tors and judges, how they see the nature and the difficulties of their task, and 
the manner in which they appear to be exercising the discretion that is open 
to them. 


The state of government statistics on these matters leaves a great deal to be 
desired. They are particularly weak as a basis for attempting to identify the 
essential characteristics of the kinds of individuals, with respect to each drug, 
who are being put through the criminal law process. The basic problem is the 
incompleteness of the information on these points, particularly the relatively 
large number in the “not stated” category. 


There is still not an adequate statistical basis for a flow chart such as that 
which we included in Chapter Five of the Interim Report. In particular, we do 
not have reliable statistics to indicate the number of reports of alleged 
violations of the drug laws, in the different categories, which are brought to 
the attention of the police, the manner in which they are dealt with, and, in 
particular, the proportion in which there is a prosecution. How many cases 
known to the police are dealt with by warning or some other kind of 
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intervention which does not involve the laying of a charge? We do not know. 
There is more data available for the various stages of the criminal law 
process, but here we encounter problems of incompleteness and inaccuracy in 
compilation. 


The primary responsibility for enforcement of the drug laws in Canada has 
rested since 1920 with the R.C.M. Police. They work in close co-operation 
with the law enforcement authorities of other countries and with the Interna- 
tional Criminal Police Organization (INTERPOL). They also work in close 
association with municipal police forces and to some extent with provincial 
police forces in provinces in which they do not act, under contract, as the 
provincial police. In the last year or two there has been a definite shift in 
emphasis in the distribution of responsibility between the R.C.M. Police and 
other police forces for enforcement of the drug laws. The R.C.M. Police have 
tended to concentrate increasingly on the enforcement of the laws against 
trafficking and to leave the main effort of enforcement against simple posses- 
sion to the local police forces. At least, this is the pattern that is strongly 
suggested by the study that we have been able to make of the situation, and it 
is not denied by the R.C.M. Police. They do not have the manpower to give 
enforcement against trafficking the priority it requires and to make a serious 
effort against simple possession as well. Even the local police lack the neces- 
sary resources, and most of the cases of simple possession are discovered 
accidentally in the course of other law enforcement activity. 


The prosecutions in federal drug cases are conducted by prosecutors ap- 
pointed by the Attorney General of Canada. This is a long-established 
practice which operates by tacit agreement with the provinces. The Federal 
Government assumes responsibility for the prosecution in criminal matters 
governed primarily by special federal statutes rather than by the Criminal 
Code. In such matters, however, federal prosecutors conduct the cases, even 
where provisions of the Criminal Code may be involved, as, for example, in a 
case of conspiracy to traffic. 


Provincial acquiescence in this federal role in the administration of crimi- 
nal justice (which, apart from legislation with respect to procedure in crimi- 
nal matters, falls within provincial jurisdiction) is explained by several fac- 
tors: first, and foremost, the primary responsibility for law enforcement in 
these areas which has been assumed by the R.C.M. Police; the specialized 
expertise which the federal prosecutors have developed in these areas; and 
finally, the fact that the provincial law enforcement authorities have more 
than enough to look after with their primary responsibility for the applica- 
tion of the Criminal Code and provincial statutes of a penal nature. In any 
event, the federal assumption of responsibility for prosecution in these special 
areas of the criminal law has never been seriously challenged. The province 
could undertake prosecutions in these areas, but even where provincial or 
municipal police forces initiate drug cases, their policy is to refer them to the 
federal prosecutors. Although there is evidence of a shift in responsibility for 
the offence of simple possession from the R.C.M. Police to the municipal 
police forces, there is not a corresponding shift in the responsibility for 
prosecution. 


To provide for the necessary legal services in these special areas of the 
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criminal law and in the civil cases in which the federal Crown must be 
represented, the federal Department of Justice maintains regional offices in 
the cities of Montreal, Toronto, Edmonton, Winnipeg and Vancouver. In 
areas which cannot be served under these offices standing agents are ap- 
pointed by the Department where the volume of business warrants it. In other 
cases, ad hoc appointments are made. 


By means of policy directives from Ottawa and the organization of the 
regional offices an effort is made to ensure a measure of consistency and 
uniformity in prosecution. The office in Ottawa exercises a general control 
with respect to the discretion that is open to prosecutors, and the directors of 
the Regional Offices exercise a close control over daily operations. The main 
objective of the regional offices is to dispatch an increasing case load as 
efficiently as possible. The federal prosecutors have, generally speaking, ac- 
quired a good reputation for professional standards and fairness. They have 
tried to deal in an even-handed way in a controversial field of law where there 
a strong body of opinion opposed to certain aspects of the law and its 
enforcement. Because of the very controversial nature of their work, the 
approach of the prosecutors to the exercise of discretion is a cautious one. 
They are very conscious of the possible abuse of discretion. 


Another important consideration affecting the exercise of discretion by 
federal prosecutors in the drug field is the dominant role played by the police, 
and particularly the R.C.M. Police, in the initiation and direction of cases. 
The federal prosecutors work very closely with the police in these cases, and 
make few decisions without their approval. 


The decision as to whether a charge should be laid. This is a decision as to 
whether there is to be a prosecution at all, and as to the nature of the charge 
on which it is to be based. Outside the Montreal region, this decision is 
usually taken by the police without prior consultation with the prosecutors, 
but in the Montreal region it is customary for the police to consult the 
prosecutors first. The difference in practice is thought to be due to the 
difference in the volume of cases which has to be handled in the different 
regional offices. Looking at drug prosecutions in Canada as a whole, it may be 
said that the police play the dominant role in the decision as to whether to 
prosecute and as to the charge to be laid. However, prosecutors have an 
opportunity to review the appropriateness of the charge after it has been laid 
and to correct any errors which may have been made. They may withdraw a 
case if they are of the opinion that there is not sufficient evidence to support 
it. Withdrawal of a charge is a decision over which regional directors exercise 
close supervision. 


The decision as to whether to proceed by indictment or summary conviction. 
The distinction between indictable offences and summary offences is basically 
one of relative seriousness, which is reflected in the range of penalties. When 
the Crown is given the option to proceed by indictment or summary convic- 
tion it is really given the option to decide how seriously it wishes to treat the 
offence. An important consequence of the distinction between indictable 
offences and summary offences is that the Identification of Criminals Act, 
which provides for fingerprinting and photographing and the keeping of 
such records in a central registry, applies to persons accused or convicted of 
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indictable offences.'’*° Federal legislation which provides for the option has 
been held by the Supreme Court of Canada not to be in violation of the right 
to equality before the law which is affirmed by the Canadian Bill of Rights."”’ 


The option has existed since August 1969 in cases of simple possession 
under the Narcotic Control Act, and it exists in all cases under Parts III and IV 
of the Food and Drugs Act, but the discretion of prosecutors with respect to it 
is circumscribed by policy directive from senior officials of the Department of 
Justice in Ottawa. In July 1969, when Bill S-15 creating this option was 
pending, the Department issued the following “general rules” to determine 
how it should be applied in cases of simple possession: 


1) Cannabis, controlled drugs, restricted drugs. 
(a) first or second offence, summary conviction; 
(b) third or subsequent offence, indictment. 
2) Hard drugs (i.e. drugs other than cannabis, controlled or restricted drugs). 
(a) first offence, summary conviction; 
(b) second or subsequent offence, indictment. 


3) Hard drugs after conviction relating to cannabis, controlled or restricted 
drugs, indictment. 


4) Cannabis, controlled or restricted drugs, after conviction relating to hard 
drugs, indictment. 


5) Charges including both hard drugs and cannabis, controlled or restricted 
drugs, first offence, summary conviction. 


6) Indictment in any case that would otherwise be time-barred. 


The directive pointed out that these were general instructions only; that 
provision would be made for exceptional cases; but that consistency and 
uniformity of enforcement would be ensured by prior consultation with 
designated officials in Ottawa. The chief cases in which discretion to depart 
from these rules has been exercised is where the accused has a previous 
criminal record. In practice, the prosecutors in the main metropolitan areas 
have been permitted, because of their experience, to exercise discretion in 
exceptional cases without consultation with the departmental officials in 
Ottawa. 


Other areas in which prosecutors exercise discretion are the scheduling of 
cases, representations as to bail, reduction of charges or counts in exchange 
for a plea of guilty and negotiations and representations as to sentences. It is 
more difficult to generalize about the practice on these matters since there 
appears to be considerable variation. In several of these areas of discretion, as 
in others, the police appear to play a very influential role. 


SENTENCING POLICY 


General. Sentencing practices in drug cases are characterized by a wide 
disparity across Canada. Not only is this clear from reported decisions, but it 
is conclusively demonstrated by answers to questions which were put to 
judges in research conducted for the Commission. The purpose of this 
research was to determine judicial perceptions of the drug phenomenon. 


In the summer of 1970 approximately seventy judges were interviewed'®* 
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following a standardized interview guide which was derived out of a number 
of pilot interviews held with judges in Ontario. The interviews lasted from 
between one and one-half to two and one-half hours. Only a few judges 
among those who were contacted refused to be interviewed. The population 
from which the sample was drawn consisted of all judges who had dealt with 
a significant number of drug cases within the past two years at both the trial 
and appellate levels. Random sampling techniques were not deemed neces- 
sary nor practical as it was possible to identify in each judicial division those 
judges who have had some experience in drug cases. The judges omitted from 
the sample included those who dealt with less than five drug cases (if suitable 
replacements were available) and those who were away on holiday or other- 
wise unavailable during the time in which the interviews were conducted. 


The judges were asked to rank the following problems in order of relative 
seriousness: threat of war, unemployment, student unrest, pollution, drug 
abuse, housing shortage, sexual immorality, juvenile delinquency, marital 
breakdown, and organized crime. There was great variation in their answers 
but based on the mean response to each problem, the order of relative 
seriousness (from most serious to least serious) in which the judges ranked 
these problems was: 1. drug abuse; 2. organized crime; 3. juvenile delin- 
quency; 4. unemployment; 5. marital breakdown; 6. pollution; 7. housing 
shortage; 8. student unrest; 9. sexual immorality; 10. threat of war. 


Each judge was asked to rank twenty criminal offences, including six drug 
offences in order of relative seriousness. Again there was great variation in 
the answers but on the basis of mean response, the twenty crimes were ranked 
in order of seriousness (from most serious to least serious) as follows: 1. 
trafficking in heroin; 2. armed robbery; 3. trafficking in LSD; 4. breaking and 
entering; 5. trafficking in marijuana; 6. possession of heroin; 7. assault 
causing bodily harm; 8. indecent assault; 9. procuring a female person; 10. 
theft over $50; 11. false pretence over $50; 12. possession of LSD; 13. 
dangerous driving; 14. gross indecency; 15. malicious damage; 16. possession 
of marijuana; 17. theft under $50; 18. common assault; 19. causing distur- 
bance; 20. vagrancy. 


Three factors seem to distinguish punitive and non-punitive responses to 
interviews. The first is one of social distance between the judge and the drug 
offender coming before him. Judges and magistrates with strong links in the 
community and some understanding of the social circumstances of drug users 
arising from personal contacts with street level agencies tend to take a more 
tolerant view of drug use which is reflected in the sentencing behaviour. This 
may help to explain the data which show a sharp difference between appeal 
and trial judges in sentencing philosophy. Most appeal judges tend to support 
a deterrent philosophy and are somewhat more punitive in their general 
outlook. In some provinces a real struggle appears to have been taking place 
between trial and appeal judges. Crown appeals from sentences have gener- 
ally been upheld in these provinces.’ It is clear that appeal judges in most 
provinces have felt it necessary to lay down rather stern sentencing guidelines 
in drug cases. Appeal judges are much more isolated from the drug offender 
and social circumstances than lower court judges. Moreover, their experience 
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tends to be based on a biased sample of cases coming before the courts. They 
tend to see the more serious cases. 


The second factor relates to the nature and extent of previous experience in 
the criminal law field. Any kind of experience at the criminal bar was 
associated with a more lenient sentencing policy. It was interesting to note 
that judges who had previously acted as Crown attorneys tended to be more 
lenient than judges with no previous criminal law experience whatsoever. 
Among judges with some previous experience at the criminal bar, however, 
those who acted primarily as defence counsel were more lenient than those 
who had acted primarily as Crown attorneys. 


The third factor relates to the length of exposure to drug cases as a judge. 
The data show an apparent progression from punitive to less punitive beha- 
viour as the judge becomes more familiar with drug cases. Moreover, it is 
noticeable that the sophistication of sentences tends to increase as experience 
builds up. 


Judges were asked in what circumstances they would choose a fine in 
sentencing an offender. They suggested fines most frequently where the 
offender had no previous record. It was mentioned almost as often that fines 
were limited to possession cases. Other important considerations were the 
youth of the offender, whether “soft”? drugs were used, and whether or not the 
offender could pay the fine himself. 


Probation was recommended most often for an offender who needs super- 
vision or for a first offender. Also mentioned frequently were cases of simple 
possession and cases where soft drugs were involved, counselling was needed, 
or the offender was a student or employed. Also mentioned were cases where 
the offender is unlikely to repeat or has a family commitment. 


Imprisonment in a provincial institution (a sentence of less than two years) 
was recommended most often in cases where trafficking was involved or the 
offender had a previous record. Judges also mentioned frequently that they 
were forced to give a prison sentence because of a court of appeal decision 
relevant to the case. Prison was also suggested for hard drug cases or cases 
where others were harmed. It would appear from the judges’ responses that 
general deterrence is most often the objective in sentencing an offender to the 
penitentiary (a sentence of two years or more). , 


Judges were asked what three pieces of information they would like to 
know about the offender when sentencing in a drug case. These were listed in 
order of importance. Criminal record appeared most often as a first choice. 
Family record was mentioned most often as a second and third choice. 
Employment and school records were also chosen frequently as second choice. 
Information concerning religious affiliation, church attendance and friends 
and associates appeared as third choice. 


The majority of judges asked for a pre-sentence report, at least most of the 
time, and a majority found them helpful. 


The practice differs in various jurisdictions as to whether judges expect 
Crown counsel to speak to sentence. It is thought by some judges to be a 
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usurpation of the judicial function; by others it is thought to be the duty of 
the Crown. 


Each judge was also asked whether he requested recommendations from 
probation officers as to sentence in drug cases. Thirteen answered by an 
unqualified yes. Seventeen stated that they did but that they only received 
recommendations as to probation. Twenty-two replied in the negative. Most 
of the judges considered the probation officers’ recommendations at least 
“somewhat helpful’. Twenty-one judges gave no answer to this question. 


Fifteen hypothetical cases were put to the judges and magistrates to deter- 
mine the sentences they would give. The answers revealed a very great 
disparity in sentencing. The range of sentences in each case is shown in Table 
6. The total amount of imprisonment given for all the cases combined ran 
from a low of four years to a high of 47 years. Sophistication in judicial 
response increased with the experience of the judge. Complex combination 
sentences—for example, fines plus probation, institution plus probation— 
tended to be characteristic of the experienced judges. 


The scale of seriousness attached to the case depended primarily on the 
type of drug concerned and whether the case was one of trafficking or simple 
possession. Drugs tended to be rated from highest to lowest in the following 
order: heroin, amphetamines, LSD and other hallucinogens, hashish and 
marijuana. Judges operating with a simple set of rules tended to make a rigid 
distinction between trafficking and possession. More experienced judges 
would draw distinctions among trafficking cases depending upon the amount 
of the drug, the relationship between seller and purchaser, and the motive for 
sale. An important secondary factor concerned the existence and length of a 
previous criminal record. It appeared that the record was always considered 
but only after an assessment had been made of the current offence. Some 
judges tended to minimize the significance of a record, feeling that it was 
their task simply to sentence for the current offence. 


Sentences in cases of simple possession of cannabis. The statistics for the 
years 1967 to 1971 inclusive show a marked change in the judicial policy with 
respect to simple possession of cannabis, which began as one of severity in the 
interests of general deterrence. The courts held that severity with respect to 
simple possession was necessary in order to discourage the development of an 
illegal market. “If use of this drug is not stopped,” said the British Columbia 
Court of Appeal, “it is going to be followed by an organized marketing 
system.””!” 


The most striking fact that emerges from the statistics is the increased use 
of fines. In 1967 and 1968, one per cent of all dispositions were fines. This 
increased in 1969 to 17.6%, in 1970, to 68.2%, and in 1971 to 77%. 


There has been a corresponding decrease in the use of imprisonment. In 
1967, 46% of those convicted were sentenced to imprisonment; in 1968 - 
46.3%; in 1969 — 33.9%; in 1970 - 10%; and in 1971 - 7%. 


In 1970, a total of 544 persons were imprisoned for the offence of simple 
possession of cannabis (Table A.3). Over 75% of the sentences were for less 
than six months and over 93% were under two years. A note on the statistics 
for 1970 released by the Division of Narcotic Control [now the Bureau of 
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Dangerous Drugs], of the Department of National Health and Welfare reads 
as follows: 


In the great majority of the above cases where a term of imprisonment was 
imposed, other facts were involved, such as: A. a sentence was concurrent with an 
offence and sentence under the Criminal Code or an offence and sentence for a 
drug conviction relating to trafficking, possession for the purpose of trafficking or 
possession; B. a previous criminal record; C. a previous history of drug abuse; D. 
a previous drug conviction relating to trafficking, possession for the purpose of 
trafficking or possession; and E. a combination of two or more of the above 
factors. 


In 1971, a total of 570 persons were imprisoned for the offence of simple 
possession of cannabis (Table A.4). Over 80% of the sentences were for less 
than six months and over 97% were under two years. 


Hypothetical cases 1, 5, 6 and 11 were for simple possession of marijuana. 
(See Table 6.) Case | involved a 17-year-old male with a criminal record; case 
5S a 26-year-old married man with no criminal record; case 6 a 26-year-old 
single man with a previous conviction for simple possession of cannabis; and 
case 11 a 17-year-old male with no criminal record. Even in the cases where 
there was no previous record there were some judges who would have 
imposed imprisonment. 


Sentences in the case of trafficking and possession for the purpose of traf- 
ficking. Government Statistics do not permit an analysis of sentences in cases 
of trafficking and possession for the purpose of trafficking in cannabis prior 
to 1970. During those years no distinction was made in the presentation of 
the statistics between cases involving cannabis and those involving other 
drugs under the Narcotic Control Act. 


Of 436 convictions for trafficking in cannabis in 1970 (Table A.5), 102 
were disposed of by fine, suspended sentence or probation, and 343 by terms 
of imprisonment ranging from under six months to between five and six 
years. Over 90% of the prison sentences were for periods of less than two 
years. The figures for 1971 (Table A.6) show a similar distribution of 
sentences: 110 cases disposed of by fine, probation or suspended sentences, 
and 366 by imprisonment for periods from under six months to between five 
and six years, with 341 or 93% of the cases under two years. 


Of the 35.6 convictions for possession for the purpose of trafficking in 1970 
(Table A.7), 82 were disposed of by fine, suspended sentence or probation and 
274 by terms of imprisonment ranging from under six months to between 
five and six years. About 90% of the prison sentences were for periods under 
two years. The figures for 1971 (Table A.8) show a similar distribution of 
sentences: 116 cases disposed of by fine, probation or suspended sentence and 
417 by imprisonment for periods from under six months to between five and 
six years, with 366 or 88% of the cases of imprisonment under two years. 


Hypothetical cases 2, 4 and 10 were for trafficking in marijuana. (See Table 
6.) In all of these cases sentences of imprisonment predominated, with most 
judges choosing either six months or less, or between 12 and 18 months. 
There were, however, a significant number who chose a penitentiary sentence 
of two years or more. 
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There does not appear to be any consistent pattern in the cases reflecting 
significant differences in kinds of trafficking. At one time the courts attempted 
to single out a certain kind of trafficker for special treatment,’ but later 
abandoned the attempt.'” There are still cases of marginal trafficking which 
are treated with relative severity.’ 


Sentences in cases of importing or exporting. Reference has been made to the 
implications of the mandatory sentence of seven years’ imprisonment for this 
offence. In 1970, the sentences for this offence in cannabis cases were all 
between seven and eight years (Table A.9). In 1971, 16 of them were in this 
range and six fell into the category of 10 years and over (Table A.10). 


Sentences in cases of cultivation. In 1970, there were a total of 43 cases 
involving cultivation of cannabis. Twenty-seven of the cases were disposed of 
by fine, probation or suspended sentence, and the balance by imprisonment 
for periods of under six months to under three years, with the majority under 
six months (Table A.11). In 1971, there were 58 cases, of which 35 were 
disposed of by fine, probation or suspended sentence and the balance by 
imprisonment for periods of under six months to under four years. Almost all 
of them were under six months (Table A.12). 
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Robinson v. California, 370 U.S. 660. 
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Can. [1952] 2 S.C.R. 392; Coughlin v. Ontario Highway Transport Board [1968] 
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Queen [1966] S.C.R. 238. 


See Liguor Prohibition case, supra; also A.-G. Man. v. Manitoba Licence 
Holders’ Association, [1902] A.C. 73. See also R. v. Nat Bell Liquors Ltd., [1922] 
DACEI28: 


Switzman vy. Elbling and A.-G. Que., [1957] S.C.R. 285, at pp. 305-306, 324. 
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D.L.R. (2d) 512; with reference to sexual morality: Rex v. Hayduk, [1938] O.R. 
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provinces do not have a jurisdiction to suppress conduct in the interest of public 
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Cf. Regina v. Snyder and Fletcher (1967) 61 W.W.R. 112 and 576 (Alta. C.A.) 
and Regina v. Simpson, Mack and Lewis (1969) 1 D.L.R. (3rd) 597, [1969] 3 
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Narcotic Control Regulations, Section 46. 


As amended by P.C. 1970-1910, 3 November, 1970. SOR/70-473. This part of 
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treatment of a practitioner of medicine by reason of the use of a narcotic, or a controlled 
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(4) A practitioner of medicine who has received a narcotic pursuant to subsection (3) 
shall be deemed to be in lawful possession of the narcotic. 
Section 5. 
Section 4(1). 
Section 4(2). 
Section 6. 
Section 3. 
Submissions of N.A. Chalmers and L-P Landry, Q.C., directors of regional 
offices, federal Department of Justice, at public hearing of Commission, Winni- 
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sentence for possession for the purpose of trafficking, by its opinion that the 
accused could have been convicted of importing if the Crown, in the exercise of 
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Health and Welfare. 
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R. v. MacFadden, [1971] 5 C.C.C. (2d) 204 (N.B.C.A.). 
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282 (Ont. C.A.). 
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See R. v. Wilson (1954), 11 W.W.R. 282 (B.C.C.A.), but compare with R. v. 
Macdonald, R. v. Harrington and Scosky (1963), 43 W.W.R. 337 (B.C.C.A.). 
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[1968] 2 C.C.C. 183 (B.C.C.A‘); See also’ R. v. Cappello 122, CCC 342 
(B.C.C.A.) and R. v. Hupe, Forsyth and Patterson 122 C.C.C. 346 (B.C.C.A.). 
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R. v. McLeod (1955), 21 C.R. 137 (B.C.C.A.). 

R. v. Ling (1954), 19 C.R. 173; 109 C.C.C. 306 (Alta. S.C.); but compare 
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held that it is sufficient that the accused know that he is in possession of a 


258 


94. 
o>: 


96. 


Die 

98. 

99. 
100. 
101. 
102. 
103. 
104. 
105. 
106. 
107: 
108. 
109. 


hO: 
110a 
Ali 
LJ2: 


1s: 


References — 5. The Law 


prohibited drug although he may not know which prohibited drug he has. See 
also R. v. Blondin, 2 C.C.C. (2d) 118 (B.C.C.A.), a case involving importing, in 
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Lavier, 129 C.C.C. 297 (Sask. C.A.); R. v. Harvey, 7 C.R.N.S. 183 (N.B.C.A.); 
R. v. Marshall (1969), 3 C.C.C. 149 (Alta. C.A.); R. v. Dick and Malley (1969), 
68 W.W.R. 437 (B.C.C.A.). 
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from control over the person or persons in actual possession of it. But cf. R. v. 
Bourne (1970), 71 W.W.R. 385 (B.C.C.A.) following the judgement of Davey 
J. A. in R. v. Bunyon, 110 C.C.C. 119 (B.C.C.A.), that where there is not 
sufficient control to meet the test of joint possession under Section 3(4) (b) of 
the Criminal Code, the accused may be found guilty of having aided and 
abetted the offence of possession within the meaning of section 21(1) of the 
Criminal Code. 
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Section 423. 
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Section 251. 
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Section 422. 

See R. v. McCloud and Goeorgia Straight Publishing Ltd., 12 C.R.N.S. 193 
(B.C.C.A.), in which a newspaper was convicted of counselling persons to 
cultivate marijuana. 
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Section 21. 

Revised Statutes of Canada, Chap. J-3. 

Section 9. For a discussion of the considerations governing the exercise of 
discretion to transfer a case of juvenile delinquency to the regular courts see 
Graham Parker, (1970) 48 Can. Bar Rey. 336. 

See, for example, R. v. Olafson (1967), 68 W.W.R. 525 (B.C.C.A.), where it was 
held that a youth who was adjudged to be a juvenile delinquent by reason of 
unlawful possession of a prohibited drug and was transferred to the adult court 
and charged with unlawful possession under the Narcotic Control Act, could 
not raise the plea of autrefois acquit. See also R. v. Gray (1971) 3 W.W.R. 
(B.C.S.C.) where the defendant was accused of delinquency under the Juvenile 
Delinquents Act by reason of possession of marijuana. The Crown applied to 
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have the defendant tried in the ordinary courts but that application was 
refused. The defendant then went before a juvenile court and pleaded guilty to 
the delinquency and was placed on probation. When he broke the terms of his 
probation he was once again brought before a juvenile court, whereupon the 
Crown applied, as before, that he be retried in the ordinary courts for the 
original delinquency, this time as an offence under the Narcotic Control Act. 
The juvenile court judge granted the application, and on appeal this was held 
to be a proper course under the Juvenile Delinquents Act. The court followed 
the Olafson decision. 


See, for example, R. v. Martin, 9 C.R.N.S. 147 (Man. Q.B.), where a youth of 
sixteen, charged with trafficking in LSD, was ordered transferred from the 
juvenile court to the adult court, but the latter held that it was not in the interest 
of the juvenile or society to subject him to trial upon indictment in the adult 
court. 


Bill C-192. 

Section 10(1). 

Sections 37 and 45. 

Narcotic Control Act, s. 10(2). 

Section 10(3). 

Submission of R.C.M. Police to the Commission. 
Section 10(1)(b). 

Section 37(1)(a) and 45. 

Section 10(1)(c). 

Sections 37(1)(c) and 45. 

Section 11. 

Narcotic Control Act, s. 10(4). 

[1950] 2 D.L.R. 265 at 270 (Ont. C.A.). 

R. v. Larlham, [1971] 4 W.W.R. 304 (B.C.C.A.). 


For example: R. v. Verge, [1971] 4 W.W.R. 116 (B.C.C.A.); R. v. Madigan 
[1970] 1 C.C.C. 354 (Ont. C.A.); R. v. Coughlin, ex parte Evans, [1970] 3 C.C.C. 
61 (Alta. S.C.); R. v. Shipley [1970] 3 C.C.C. 398 (Ont. Co. Ct.); R. v. Omerod 
(1969), 6 C.R.N'S. 37 (Ont. C.A.). 


See R. v. Omerod, (1969), 6 C.R.N.S. 37 (Ont. C.A.). 


In R. v. Coughlin, ex parte Evans, [1970] 3 C.C.C. 61 (Alta. S.C.) a person 
sought unsuccessfully to bring a prosecution against a police constable for 
aiding and abetting trafficking. He had been convicted of trafficking in mari- 
juana on the evidence of the constable, who, acting as an undercover agent, 
had purchased the marijuana from him. The court held in effect that the 
constable was in no different position than any other purchaser, and that since 
purchase does not constitute trafficking it would defeat the purpose of the law 
to hold that it could amount to an aiding and abetting of trafficking. In effect, 
the court attached no importance to the particular purpose for which the 
purchase had been made. 


For a discussion, without expression of opinion: R. v. Omerod, 6 C.R.N.S. 37 at 
44-66; for obiter dicta that the defence does not exist in Canadian law: 
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Lemieux v. the Queen, [1968] 1 C.C.C. 187 at 190; R. v. Chernecki, 4 C.C.C. 
(2d) 556 at 559-560. 


In R. v. Shipley, [1970] 3 C.C.C. 398 (Ont. Co. Ct.), a case in which an 
undercover agent had persuaded a young person to obtain drugs for him, a 
judge of the County Court ordered a stay of prosecution on the ground that the 
court had an inherent power to prevent abuse of process. The court relied on 
the decision of the Ontario Court of Appeal in R. v. Osborn 5 C.R.N.S. 183. 
There the Court of Appeal had exercised an inherent jurisdiction to prevent a 
person from being prosecuted for an offence very similar to one of which he 
had been earlier acquitted. The decision of the Court of Appeal was unani- 
mously reversed by the Supreme Court of Canada (12 C.R.N'S. 1), and the 
conviction restored. It is not clear from the opinions rendered in the Supreme 
Court whether the judges were of the opinion that there was no inherent 
jurisdiction to prevent abuse of criminal process or whether they simply felt 
that the facts did not show oppresssion in the particular case. At the very least, 
the judgement in Osborn leaves considerable doubt as to whether Shipley can 
stand as good law. But cf. R. v. Kowerchuk, 3 C.C.C. (2d) 291 (Prov. Ct.), which 
followed the view adopted by the Ontario Court of Appeal in Osborn as to an 
inherent jurisdiction to prevent abuse of process and ordered a stay of proceed- 
ings, although the case was not one of police instigation of an offence; also R. v. 
MacDonald, 15 C.R.N.S. 122 (B.C. Prov. Ct.) which dismissed a charge of 
trafficking on the ground of abuse of process because of instigation by an 
undercover agent. 


Rey epricest eC, RAN Sal L(OntiC.A.): 
Sorrells v. United States, 287 U.S. 435 (1932). 


These requirements are often applied, however, in cases in which there is an 
option to proceed by indictment or summary conviction, since the offence is in 
fact an indictable offence, but the practice varies. 

Riv; Smythe,3 C.C.C. 2d) 366 (S.C.C.). 

These interviews were conducted by Professor John Hogarth, who directed the 
Commission’s project of empirical research into various aspects of law enforce- 
ment. They were confined to judges outside Quebec. There was a separate 
study of judicial attitudes in Quebec which will be referred to in a subsequent 
report. 

For cases in which prison sentences have been imposed or increased on appeal: 
R. v. McNicol, 5 C.R.N.S. 242 (Man. C.A.); R. v. Lehrmann, [1968] 2 C.C.C. 
198 (Alta. C.A.); R. v. Adelman, [1968] 3 C.C.C. 311 (B.C.C.A.); R. v. Morrison, 
[1970] 2 CCC. 190 (Ont. C-A.); R. vy. O'Connell, [1970] 4 CC.Cr 162 
(PAELCA aR. vy. Cuzner, (1970) > CCC. 187 (Ont]C ADR veDeong a! 
C.C.C. (2d) 235 (Sask. C.A.); R. v. Doyle and others, 2 C.C.C. (2d) 82 (Alta. 
C.A.). For cases in which sentences have been reduced on appeal: R. v. 
Vautour, [1970] 1 C.C.C. 324 (N.B.C.A.); R. v. Doxen, [1970] 3 C.C.C. 431 
(Ont. C.A.). 

R. v. Hartley and McCallum (No. 2), [1968] 2 GC Crls7 also BC.C.3)): 

R. v. Hudson, [1967] 2 O.R. 501 (Ont. C.A.). 

R. v. Simpson, [1968] 2 O.R. 270 (Ont. C.A.). 

R. v. Perrin, [1971] 14 C.R.N.S. 24 (Que. C.A.). 
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6. Conclusions and Recommendations 


CONCLUSIONS AND RECOMMENDATIONS 
of 


Gerald Le Dain 
Heinz Lehmann 
J. Peter Stein 


THE ISSUES 


The general issue concerning cannabis is whether there is a well-founded 
social concern about its non-medical use, and if so, how that concern should 
express itself in social policy. 


This general issue resolves itself into several specific questions. What 
consequences of behaviour are we to regard as legitimate grounds for social 
concern? What, in the light of these criteria, are the facts concerning can- 
nabis? What should our objective of social policy be? What instruments of 
social policy are available to us? What criteria are to determine their 
appropriateness? 


WHAT CONSTITUTES LEGITIMATE GROUNDS FOR SOCIAL CONCERN 


In the Interim Report we adopted the following general position: 


Our own view is that while we can not say that any and all non-medical use of 
psychotropic drugs is to be condemned in principle, the potential for harm of 
non-medical drug use as a whole is such that it must be regarded, on balance, as 
a phenomenon to be controlled. The extent to which any particular drug use is to 
be deemed to be undesirable will depend upon its relative potential for harm, 
both personal and social. [Paragraph 390] 


We are still of the opinion that harm is the most useful criterion for social 
policy. We do not find the notion of drug “abuse” (or “misuse”’ for that 
matter) very helpful. In some cases it seems to be equated with the use of any 
drug which has a potential for producing dependence, physical or psycholog- 
ical. If it is equated with the drug use that actually produces dependence, then 
it is equated with only one potential aspect of harm. Certain kinds of drug use 
may produce harm quite apart from dependence, and in some cases, any use 
of a particular drug may involve the risk of harm. 


What should be regarded as adverse psychological effect is subject to 
controversy. What should be the criteria of psychological harm? What should 
be the standard of psychological functioning by which psychological harm is 
to be measured? Presumably, an adverse psychological effect is any impair- 
ment of the normal psychological condition and functioning of the individ- 
ual, but what is to be considered normal, and what a significant impairment? 
There is no difficulty with extreme psychological reactions such as the acute 
psychotic episode or ‘freakout’, but what about the more subtle effects, such as 
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the alleged lessening of interest or motivation that is referred to as the 
amotivational syndrome? The individual concerned may not consider it to be 
a particularly adverse effect. It will often tend to be regarded from the 
perspective of its social effects. Opinions will differ as to what should be 
regarded as abnormal psychological functioning. 


We have found the concepts of personality and personality change elusive 
bases for the measurement and evaluation of drug effects. The concept of 
personality is imprecise. There is really no satisfactory definition of personal- 
ity with which all people can agree. Moreover, there seems to be little known 
about how personality change is effected—at least insofar as those elements 
which may be affected by drug use are concerned. The concept of personality 
does not convey any criteria of value. By contrast, the concept of mental 
health presents an assembly of values which may serve as a more useful 
frame of reference for the evaluation of psychological harm. As with the 
definition of personality, the criteria of mental health are by no means free 
from difficulties of interpretation and application, but they do offer a clearer 
set of psychological values than the concept of personality by which to judge 
the harmful effects of non-medical drug use. The following psychological 
attributes or processes are currently serving as widely accepted criteria of 
mental health: perception of outer reality; perception of one’s own identity; 
resistance to stress; autonomy (or the freedom to make decisions); potential 
for self-actualization; and mastery of one’s environment. 


The effects of certain kinds of non-medical drug use on society as a whole 
are also a ground for social concern. These effects include: the danger 
presented to others by drug-affected behaviour in some cases, such as violence 
or impaired functioning; the cost to society of treatment and other kinds of 
care and attention; the effects on the capacity to carry out vocational and 
family responsibilities; the effect which certain drug users may have, by 
contact, example, and persuasion, in inducing others to engage in harmful 
drug use. There is a concept of social harm, more difficult to define, which 
consists of the fear that certain non-medical drug use will have an adverse 
effect on the motivation, attitudes and capacity required to maintain our 
present institutions and our political, economic and social life. This involves, 
of course, the difficult area of value judgement, including conflicting cultural 
or ideological outlook. Whatever our respective views of the merits of this 
concern in particular cases, and how far the things feared can truly be 
characterized as matters of “harm’’, or more generally as questions of moral- 
ity, we are convinced that the fear is very real and is a potent factor to be 
reckoned with in the development of social policy. 


THE BASES FOR SOCIAL CONCERN ABOUT CANNABIS 


General. The evidence of the potential for harm of cannabis is far from 
complete and far from conclusive. It is possible to find some fault with the 
methodology or the chain of reasoning in virtually all of the evidence. 
Explaining away the evidence on one side or the other has become a favourite 
pastime of participants in the cannabis controversy. What is significant is that 
there is a growing body of evidence to explain away. The literature on 
adverse psychological reactions, both here and abroad, is now quite extensive. 
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There are problems in proving causality, but the hypotheses are persistent. It 
is not difficult to point out why other factors may be the cause of these mental 
disorders, but we cannot afford to ignore the possibility that cannabis may be 
the cause of them. 


The picture with respect to long-term effects is not really very much clearer 
than it was at the time of our Interim Report. As we suggested then, it may 
take as long as ten years or more to obtain the answers to important 
questions. It will take at least that long to determine the statistical significance 
of cannabis-related disorders now being reported by clinicians. What has 
come to our attention with respect to long-term effects since the Interim 
Report is matter for cautious concern rather than optimism. At this time, 
these observations by some clinicians who are in contact with chronic, heavy 
users of cannabis are nothing more than straws in the wind, but together they 
reinforce an uneasy impression that, in certain kinds of individuals and at 
certain levels of use, cannabis can cause serious mental problems. The ques- 
tions are: in what kinds of individuals and at what levels of use? The answers 
to these questions are only likely to emerge with any kind of statistical 
validity after a significant number of years of experience with established 
patterns of use. It is simply too early in North American experience of the 
widespread social use of cannabis to hope to be able to obtain these answers. 
We should be selecting groups of cannabis users now, with matched control 
groups, for close follow-up study over a period of years. 


On the whole, the physical and mental effects of cannabis, at the levels of 
use presently attained in North America, would appear to be much less 
serious than those which may result from excessive use of alcohol. However, 
there has not been sufficient experience with long-term, excessive use of 
cannabis under North American conditions to justify firm and final conclu- 
sions. There are many hypotheses arising from recent clinical reports which 
require further, careful investigation. 


An important question is the frequency of use which regular users of 
cannabis are likely to attain under conditions of relatively easy availability. 
We think it is likely that under the stressful conditions of modern life an 
increasing number of people will take to smoking cannabis daily, and even 
several times a day. The patterns of use have not yet fully developed and 
become stabilized. 


The short-term physical effects of cannabis (apart from those which affect 
psychomotor abilities) are relatively insignificant on normal persons, and 
there is as yet no evidence of serious long-term physical effects from use at 
current levels of consumption in North America. Because of the technique of 
long inhalation practised in smoking cannabis it does not seem unreasonable, 
however, to reckon on the possibility that excessive use of cannabis may cause 
or potentiate bronchial pulmonary disorders or aggravate the incidence of 
lung cancer and other diseases of the respiratory system resulting from the 
use of tobacco. There is a very close association between the smoking of 
cannabis and the smoking of tobacco. Most people who use cannabis also use 
tobacco. Another area of concern is possible effect on chromosomes and on 
the human foetus. There is as yet no clear evidence of adverse effect of this 
kind, although it is prudent for women not to use cannabis during pregnancy. 
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Recently, certain British doctors have speculated, on the basis of their clinical 
observations, that the chronic use of cannabis may result in cerebral atrophy, 
or irreversible shrinking of brain tissue. The subjects of this study also used 
amphetamines and LSD, and the doctors note that further study will be 
necessary to confirm a causal relationship between cerebral atrophy and 
cannabis. At the very least, however, the study indicates the possiblity of an 
association between multi-drug use and permanent brain damage. 


Four major areas of social concern are: the effect of cannabis on adolescent 
maturation; the implications of cannabis use for the safe operation of motor 
vehicles and other machinery; the possibility that the long-term heavy use of 
cannabis will result in a significant amount of mental deterioration and 
disorder; and the role played by cannabis in the development and spread of 
multi-drug use. 


Effect on adolescent maturation. We are in general agreement that the 
regular use of cannabis by adolescents has, in all probability, a harmful effect 
on the maturing process, and that this should be the chief focus of our social 
concern. We do not have experimental evidence for this conclusion but we 
believe that it is a reasonable inference from what we know of the nature of 
cannabis and adolescent development. 


The subjective experiences of cannabis intoxication—particularly intoxica- 
tion with high doses possessing hallucinogenic properties—and alcohol intox- 
ication are in our opinion essentially different. Alcohol may produce a 
blunting of perception and a gross disinhibition of behaviour, while an 
hallucinogenic experience may lead to an extreme intensification of the 
processes of perception as well as to qualitative distortion of space-time 
relationships. Such experiences are often also associated with striking changes 
in one’s perception of his own body image and personal identity. This special 
nature of hallucinogenic experiences conceivably may have a lasting trau- 
matic impact on the maturation of a 12 or 13-year old who is probably not 
yet capable of assimilating this kind of experience without suffering harm. 


It seems completely unrealistic to assume that adolescents, beginning as 
early as the age of twelve, can persistently resort to cannabis intoxication with 
its hallucinogenic effects without seriously interfering with development of 
the capacity to cope with reality that is an essential part of the process of 
maturation. There is also the probability that the use of cannabis will have the 
effect of precipitating mental disorders in those who are particularly vulnera- 
ble to them. The evidence as to the effects of cannabis on the learning process 
and on academic performance is inconclusive, although there is a good deal 
to suggest that frequent use of cannabis may have adverse effects on these 
functions, mainly because of its effect on short-term memory and attention. It 
is a virtual certainty that heavy use of cannabis will have an adverse effect on 
these functions. 


Probably the most serious thing about cannabis is that it is being used by 
adolescents. The most ardent proponents of legalization do not pretend that 
this is a matter of indifference. Virtually all proposals for legalization contem- 
plate an age limit, usually 18, below which cannabis would not be available. 
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Effect on driving. The normal use of cannabis produces significant distor- 
tion of perception and impairment of cognitive functions and psychomotor 
ability. These effects tend to increase with the dose and the complexity of the 
task involved, but they are observable at moderate doses. Cannabis also has 
an adverse effect on short-term memory, sustained attention and vigilance, all 
of which can have an important bearing on complex tasks involving the 
handling of machinery. 


There is reason to believe now that the short-term effects of cannabis 
increase the hazards of driving. There is no evidence that the use of cannabis 
has been a significant cause of automobile accidents, but at moderate doses it 
produces significant impairment of capacities required in driving. It iS, 
therefore, a factor which is likely to increase the chances of accident. There is 
uncertainty as to the factors that are the principal causes of automobile 
accidents—attitudes may be as important as driving skills—but impairment of 
driving skills must obviously be a contributing factor. More investigation is 
required to show the effects of cannabis on driving skills at the various dose 
levels which could conceivably be attained under North American patterns of 
use, but on the basis of the evidence to date it must be said that the use of 
cannabis has a potential for causing injury through automobile accidents. In 
the light of our experience with alcohol there is no reason to assume that there 
will not be many people who will drive while under the influence of cannabis. 


There is, moreover, no clear line of demarcation separating cannabis users 
from users of alcohol. The notion that cannabis users generally give up 
alcohol has been shown to be a myth. The vast majority of people who use 
cannabis also use alcohol, although their consumption of it may be reduced. 
The two are often used together on the same occasion, with additive effects. 
Thus cannabis may not only be a significant factor in relation to automobile 
accidents when used alone but even more so because of its effects when used 
with alcohol. An important distinction between cannabis and alcohol, insofar 
as the implications of the effects on psychomotor abilities are concerned, is 
that cannabis intoxication is still unrecognizable and undetectable. It is 
virtually impossible to tell whether a person is ‘high’ on cannabis unless he 
tells you, and as yet it has not been possible to devise a practical method for 
detecting the presence and concentration of THC or other active can- 
nabinoids in the body. Nor is the outlook very promising for the development 
of a simple and convenient method of detection that would serve a function 
similar to that of the Breathalyzer in the detection and measurement of 
alcohol in the human body. It is a reasonable operating assumption that there 
will continue to be great practical difficulty in detecting and proving that a 
person is driving while the ability to drive is impaired by the use of cannabis. 


A matter of some concern with respect to the effect of cannabis on driving 
is the possibility of an echo effect, or ‘flashback’, in which the effects of 
cannabis or some other hallucinogen, such as LSD, are unexpectedly experi- 
enced some time after the last occasion of use. There is evidence that such a 
phenomenon has occurred in some cases, but it would appear to be rare. Like 
other effects of cannabis, however, it might well increase with increase in the 
levels of use. 


There has been some experimental investigation of possible effect on other 
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functions of particular relevance to driving—recovery from bright-light glare, 
dark-adaptation time, and dim-light acuity. There is as yet no clear indication 
of cannabis-related impairment of these functions, but the possibility of such 
an effect requires further study. 


Effect on mental health. The acute panic reactions or “psychotic episodes” 
which cannabis can produce at certain dose levels and under certain circum- 
stances can be extremely unpleasant, but they would appear to be relatively 
infrequent and generally of short duration. They indicate, however, that the 
effect of cannabis upon the mind is a potent one. 


There is much concern that the chronic use of cannabis may precipitate 
mental disorders in persons who are vulnerable to them but who might 
otherwise avoid them except for the action of cannabis. It is not clear from 
recent clinical reports of cannabis-related disorders how far these are peculiar 
to cannabis, how far they are precipitated or aggravated by cannabis, and 
how far they merely happen to coincide with cannabis use. The fact that there 
has been no prior evidence of psychopathology is not conclusive, since the 
mental disorder may have been lying dormant. 


A number of reports from clinicians in North America in recent years have 
suggested that the long-term use of cannabis may cause serious mental 
disorders. Although these observations may be valid in themselves they do 
not give us any basis for estimating the frequency with which such conditions 
might be expected to occur in the cannabis-using population. Surveys of 
hospitals and university health services have uncovered a very small number 
of such cases. As yet, North American conditions have not revealed a clearly 
identifiable “cannabis psychosis’ which may be attributed to chronic use. It is 
too early, however, to assume that such a condition cannot occur since there is 
not yet a firmly established pattern of long-term use at high dose levels. 


The evidence of “personality change” of the kind referred to as the 
“amotivational syndrome” resulting from the chronic, heavy use of cannabis 
is inconclusive. There is also a great difference of opinion as to whether 
certain changes of attitude or outlook which have been associated with the use 
of cannabis are to be considered a good or a bad thing. It is difficult to 
distinguish between adverse effect on capacity and mere change in attitude. 
At the same time certain changes in attitude can reduce effective capacity, for 
effective capacity depends upon will. Some observers have spoken of apathy 
and a loss of goals, an absorption in the present with little or no thought for 
the future. All of these symptoms might be equally associated with a pro- 
found change of values and outlook which many might regard as salutary. 
Obviously, this is very controversial ground, but it is not unreasonable to 
assume that persistent resort to cannabis intoxication may produce mood 
changes and impairment of will and mental capacity that have nothing to do 
with freely chosen attitudes and life style, but may, for example, be the result 
of some biochemical effect on the balance of mood-regulating neurotransmit- 
ters in the brain. 


Effect on multiple-drug use. One of the society’s chief concerns about 
cannabis is that it may lead individuals into a pattern of multiple-drug use, 
including the use of much more dangerous drugs, such as the stronger 
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hallucinogens, the amphetamines and the opiate narcotics. This alleged rela- 
tionship between the drugs is sometimes referred to as the “progression” or 
“stepping-stone”’ theory. In its most simplified form it contends that the use 
of cannabis leads to the use of heroin. 


There is unquestionably a great deal of multiple-drug use in which can- 
nabis plays a part. The question is whether people would have used the other 
drugs had they not used cannabis. Unfortunately, there is no way of obtain- 
ing an answer to this question. The reasons people take up the use of various 
drugs are too complex to be able to assign causal significance to one factor or 
another. Certain kinds of individuals would likely engage in multiple-drug 
use whether cannabis existed or not; they would start with other drugs. We 
must not forget that alcohol is still the most widely used drug of all and 
figures in the background of most multi-drug users. Nevertheless, we believe 
that by stimulating a taste for drug experiences, lowering inhibitions about 
experimenting with more dangerous drugs, and leading to personal associa- 
tions and involvement in a pattern of life which emphasizes an interest in 
drugs, cannabis must be reckoned as a potent factor contributing to the 
growth of multi-drug use. It is not necessary to make a clear case of causation 
in order to place the role of cannabis in multiple-drug use in some plausible 
general perspective. The attacks on a hypothesis of causation to some extent 
set up a “straw man’’. Obviously, there are many factors leading a person to 
use a variety of drugs. The point is whether cannabis is one of the factors 
which helps to increase the likelihood that a significant number of people will 
engage in multi-drug use. We believe that it is, and that it is reasonable to 
assume that many would not engage in certain kinds of drug use if they did 
not use cannabis. 


These predisposing relationships are not established by statistics. They are, 
rather, inferences from the nature of the drugs and the patterns of drug use. 
The fact that a very high proportion of the users of a certain drug have also 
been users of cannabis does not establish a causal relationship between the 
two kinds of drug use. On the other hand, there are affinities between certain 
kinds of drug use which are strongly suggestive of a predisposing relation- 
ship. We believe, for example, that there is probably such a relationship 
between the use of cannabis and the use of LSD. This cannot be established 
statistically! but it is an inference from the nature of the two drugs and their 
close association in the drug culture. We believe that the use of cannabis 
probably reduces inhibitions about the use of LSD, and that it is unlikely that 
many individuals would experiment with LSD before having used cannabis. 
The general conclusion that we draw is that while only a proportion of users 
of cannabis will also use LSD, the use of cannabis definitely facilitates the use 
of LSD or predisposes a certain number of individuals to experiment with it. 


The relationship between the stronger hallucinogens, the amphetamines 
and the opiate narcotics is not as clear. There is obviously a close relationship 
between the intravenous use of amphetamines and the use of heroin. The 
relationship between the hallucinogens and the amphetamines is less obvious. 
It has often been assumed that the users of hallucinogens and the users of 
amphetamines are quite different populations who live in two separate 
worlds. This assumption has been based on the difference in the effects of the 
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two classes of drugs and in the cultural associations surrounding their use, as 
well as the difficulty of overcoming the “needle barrier” for the intravenous 
use of amphetamines. These factors may still operate to inhibit movement 
between these two kinds of drug use, but there is evidence that a significant 
number of people use both. Our surveys indicated that in 1970, in Canada as 
a whole, over 50 per cent of the persons who had used amphetamines at one 
time or another had also used cannabis and LSD. Amphetamines are often 
used to overcome a depression produced by excessive use of hallucinogens. 
Moreover, amphetamines are sometimes mixed with ‘street’ LSD, and some 
drugs which are generally classed among the strong hallucinogens, such as 
MDA, combine the properties of amphetamines and hallucingoens. 


Thus there is a marked relationship between cannabis and LSD, a less 
obvious one between LSD and the amphetamines, and a marked relationship 
between speed and heroin. Because of this succession of relationships, which 
can be linked up, it is possible for people to progress from cannabis through 
LSD and ‘speed’ to heroin, but the number of cannabis users of whom this 
might possibly be true would be a very small proportion of the total number 
of cannabis users—less than one per cent. 


The theory that cannabis leads to heroin because the vast majority of 
heroin users are found to have used cannabis has to be dismissed on the 
ground of faulty logic: the vast majority of heroin users may have used 
cannabis, but the vast majority of cannabis users do not use heroin. The real 
question is whether a significant number of heroin users would not have used 
heroin had they not used cannabis. Unfortunately, it is impossible to answer 
such a question. 


It is sometimes argued that if cannabis were not readily available more 
people would use more dangerous drugs such as the stronger hallucinogens 
and the amphetamines, and that any policy which restricts the availability of 
cannabis encourages the use of more dangerous drugs. The argument that 
cannabis users will turn to other, stronger drugs, if they cannot have can- 
nabis, is an argument which, if anything, reinforces the view that cannabis 
facilitates resort to stronger drugs. It is at least not inconsistent with such an 
hypothesis. It is also based on the assumption that those who would resort to 
stronger drugs in times of cannabis shortage would not do so when it is 
available. This seems to suggest—contrary to other arguments which the same 
people generally make concerning cannabis—that cannabis creates such a 
desire for drug experiences that people will run the risk of using stronger, 
more dangerous drugs rather than go without. 


Cannabis and other crime. One of the contentions used to support the 
current legislative policy on cannabis is that cannabis is a significant factor in 
the cause of other crimes. There is a discussion of this issue in Chapter 2, 
including evidence presented to us by the R.C.M. Police. 


The suggestion that cannabis can be a cause of serious crime has come 
mainly from other countries. It is impossible to verify the evidence. It may 
well be that in certain cases cannabis has been used, just as alcohol apparently 
sometimes has, to lower inhibitions and to make it easier to commit a crime 


212 


6. Conclusions and Recommendations 


of violence which the criminal has already formed an intention of commit- 
ting. There has been little evidence in Canada to support an association of 
cannabis with crimes of violence. Nor is there any suggestion that cannabis 
users are obliged to engage to any significant extent in a career of petty crime 
to support their habit in a manner similar to that of heroin addicts or even 
‘speed freaks’, The use of cannabis, under present conditions, does involve 
exposure to contact with criminal elements and may encourage a certain 
amount of delinquency or anti-social behaviour in some users. But we do not 
believe there is evidence to support a generalization in this regard. Many 
users of cannabis exhibit high ethical standards, apart from their wilful 
violation of the drug laws. This aspect of the case against cannabis appears to 
reduce itself upon closer examination to a disapproval of the attitudes and 
values of cannabis users, and particularly their attitude towards conventional 
standards of behaviour and morality. 


We have referred to the physical and mental effects of cannabis, its role in 
the development and spread of multi-drug use, and its relation to other crime. 
It is also necessary to consider the perspective in which it is viewed by the 
majority of people in its relation to the social harm which they consider 1s 
caused by non-medical drug use in general. The drug use with which the 
majority is chiefly concerned is that which has not yet become a socially 
accepted part of the culture. It is the drug use which is considered to be 
outside the pale: the use of hallucinogens, the intravenous use of ampheta- 
mines and the use of opiate narcotics. There are varying degrees of concern 
about the heavy use of alcohol, tobacco, tranquilizers, barbiturates, and oral 
amphetamines, but these are not the focus of the great concern with drug use 
in recent years. When they think of the social harm caused by drug use the 
majority of the people seem to be chiefly concerned with its effect on the 
leading of reasonably normal and productive lives. They more or less accept 
the drug use in which people engage in order to help them to function 
effectively in conventional lines of endeavour. But it is the presumed effect of 
certain kinds of drug use on the motivation and attitudes required for 
conventional patterns of living which is the chief concern of the majority of 
people. They fear that certain kinds of drug use will sap the will and capacity 
for functioning in a socially acceptable manner. They very much fear the 
development of a widespread passivity and withdrawal from responsibility 
for the everyday work required to make the society function effectively. We 
have to face this attitude squarely. Whatever our personal views may be of 
the cultural conflict which underlies it, it cannot be brushed aside in a spirit of 
lofty detachment. It is a very real fear. It is this fear which is reflected in the 
concern with the “‘amotivational syndrome.” 


There is a widespread feeling that certain kinds of drug use adversely affect 
certain qualities which have played an important part in the development and 
functioning of our present society: aggressivity, competitiveness, acquisi- 
tiveness, goal-orientation, the willingness to defer present pleasure for future 
rewards, and the capacity to tolerate the tedium of routine tasks, particularly 
those requiring painstaking attention to detail. Those who are critical of 
modern industrial society, particularly of the western variety, and of the 
values and attitudes that make up its dynamic, reply that it will be a good 
thing in the end if the old values and attitudes are undermined and replaced 
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by new ones, less aggressive, less competitive, more co-operative, less activist, 
more contemplative, less materialistic and acquisitive, more oriented toward 
simplicity in demand and pleasure, less dependent on things, and more able 
to enjoy the simple pleasures of being human in the natural environment. 


This is not an issue that can be resolved by polemic. It is far better frankly 
to face the fact that there are definitely two points of view that are not likely 
to be reconciled, at least not without a great deal more empirical evidence in 
the form of human experience. Drug use is not the cause of the cultural 
conflict. It is merely an aspect of it. But it may be to some extent a catalysing 
and reinforcing aspect. The close association of certain kinds of drug use with 
the cultural conflict which is shaking modern society is part of the essential 
perspective in which the debate about legislative policy must be conducted. 
Failure to recognize these factors makes reasonable accommodation very 
difficult. 


To sum up, then, it seems to us that there are at least four major grounds 
for social concern: the probably harmful effect of cannabis on the maturing 
process in adolescents; the implications for safe driving arising from impair- 
ment of cognitive functions and psychomotor abilities, from the additive 
interaction of cannabis and alcohol, and from the difficulties of recognizing 
or detecting cannabis intoxication; the possibility, suggested by reports in 
other countries and clinical observations on this continent, that the long-term, 
heavy use of cannabis may result in a significant amount of mental deteriora- 
tion and disorder; and the role played by cannabis in the development and 
spread of multi-drug use by stimulating a desire for drug experiences and 
lowering inhibitions about drug experimentation. 


To these grounds of concern must be added the extent of its use, particu- 
larly among persons of high school age, as indicated in Chapter 4. 


THE OBJECTIVE OF SOCIAL POLICY 


In our opinion, these concerns justify a social policy designed to discourage 
the use of cannabis as much as possible, particularly among adolescents. We 
do not yet know enough about cannabis to speak with assurance as to what 
constitutes moderate as opposed to excessive use. In these circumstances, it is 
prudent to discourage its use generally. 


THE AVAILABLE INSTRUMENTS OF SOCIAL POLICY 


To control the use of a drug we must control availability and demand. 


There are basically only two ways of controlling availability: criminal law 
prohibition and administrative regulation. Because of the profits to be made 
in trafficking there is no point in attempting to control availability by 
education, propaganda or moral suasion. The law must be used in a coercive 
or regulatory manner. 


Prohibition is resorted to where the object is to eliminate the drug as far as 
possible; administrative regulation, where it is necessary to make it legally 
available to some extent. The issue with respect to cannabis is whether it 1s 
still desirable and feasible to attempt to pursue a policy of prohibition or 
whether conditions are such that we are obliged to resort to administrative 
regulation. 
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Administrative regulation may have objects other than the regulation of 
availability; it may seek to control quality and price. Prohibition is not 
directed to these matters although it may indirectly have an effect on them. 
Prohibition and administrative regulation may be compared in terms of their 
impact on availability, quality and price. These are not, however, the only 
important matters affected by these two legal approaches. Other matters are 
the effect on individuals of having to deal with an illicit rather than a licit 
market, and of having their conduct defined as criminal. 


Demand may be controlled by the deterrence of criminal law prohibition, 
by information or education designed to dissuade people from using a drug 
by indicating its dangers, and by other influences and substituted activities in 
the home and elsewhere designed to remove the desire for drug use. Unlike 
the distribution of drugs, demand is more amenable to influences of a non- 
coercive or non-regulatory nature. 


The object of our social policy must be to reduce the availability and 
demand of cannabis as much as possible, if that can be done at an acceptable 
cost. The question is whether, and to what extent, the criminal law is a proper 
instrument for such a policy. The answer to this depends on how effective the 
criminal law is in achieving its purpose, what the costs are of using it, and 
whether there are alternative methods of control that would achieve the 
purpose as effectively at less cost. An initial question is whether there is any 
reason in principle, apart from cost-benefit, why the criminal law should not 
be applied against this kind of behaviour. 


WHETHER, IN PRINCIPLE, THE CRIMINAL LAW SHOULD BE USED IN THE 
FIELD OF NON-MEDICAL DRUG USE 


Some people take the position that non-medical drug use is an entirely 
personal and private matter, not unlike many other things that one does with 
one’s body in the satisfaction of various appetites and the pursuit of various 
pleasures, and if any harm is being done it is harm which one is doing to 
oneself alone. They argue that the law should be concerned only with the 
damage or injury which an individual directly causes to another as a result of 
drug use. The classic exposition of this point of view is to be found in John 
Stuart Mill’s celebrated Essay on Liberty, in which he states his central 
proposition as follows: 

The object of this Essay is to assert one very simple principle, as entitled to 
govern absolutely the dealings of society with the individual in the way of 
compulsion and control, whether the means used be physical force in the form of 
legal penalties, or the moral coercion of public opinion. That principle is, that the 
sole end for which mankind are warranted, individually or collectively, in 
interfering with the liberty of action of any of their number, is self-protection. 
That the only purpose for which power can be rightfully exercised over any 
member of a civilized community, against his will, is to prevent harm to others. 
His own good, either physical or moral, is not a sufficient warrant. He cannot 
rightfully be compelled to do or forbear because it will be better for him to do so, 
because it will make him happier, because, in the opinions of others, to do so 
would be wise, or even right. These are good reasons for remonstrating with him, 
or reasoning with him, or persuading him, or entreating him, but not for 
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compelling him, or visiting him with any evil, in case he do otherwise. To justify 
that, the conduct from which it is desired to deter him must be calculated to 
produce evil to someone else. The only part of the conduct of any one, for which 
he is amenable to society, is that which concerns others. In the part which merely 
concerns himself, his independence is, of right, absolute. Over himself, over his 
body and mind, the individual is sovereign. 


The fundamental value which Mill emphasizes is freedom, and it is not 
freedom as an abstract principle or independent good, but as a utilitarian 
value with which he is concerned: the necessity of freedom to the develop- 
ment and well-being of the individual and society. There is no question that 
we, as a democratic society, regardless of our particular or individual political 
persuasion, are profoundly committed to the supreme importance of free- 
dom. But opinions differ as to its proper or necessary limits, and the issue as 
to what should be the legislative policy towards non-medical drug use reflects 
the debate as sharply as any. 


Before considering the response which has been made to Mill’s thesis by 
philosophers and laymen, it should be observed that Mill himself admitted 
one very important qualification to his general principle that is of particular 
relevance for the subject of non-medical drug use. He took it to be obvious 
that the principle, that the state does not have the right to interfere with an 
individual in order to prevent him from causing harm to himself, does not 
apply to persons who do not have the requisite maturity for the exercise of 
truly free choice. As Mill put it: 


It is, perhaps, hardly necessary to say that this doctrine is meant to apply only to 
human beings in the maturity of their faculties. We are not speaking of children, 
or of young persons below the age which the law may fix as that of manhood or 
womanhood. Those who are still in a state to require being taken care of by 
others, must be protected against their own actions as well as against external 
injury. 

This is, of course, a qualification of major significance insofar as non- 
medical drug use is concerned because young people are so heavily involved 
in it. Unfortunately, Mill does not indicate the kind of intervention which he 
would consider appropriate to protect the young from causing harm to 
themselves. We do not know what intervention he would consider possible 
and compatible, as a practical matter, with the freedom on which he would 
insist for adults. As to the limits of state intervention which he would regard 
as permissible, insofar as adults are concerned, Mill indicates the general 
tenor of his thinking in certain observations concerning government policy 
with respect to poisons and the consumption of alcoholic beverages. Always 
making exception for the protection of the young, his policy with respect to 
poisons is that where they have legitimate uses the government must limit its 
intervention, despite the risks of harm, to assuring that people are suitably 
warned of the dangers by proper labelling. His reasoning is that, assuming 
such poisons have useful purposes, people should not be deprived completely 
of access to them merely because they present serious dangers. He goes 
further and says that people should not be put to the inconvenience and 
expense of having to obtain a special permission, such as a doctor’s prescrip- 
tion, to obtain them. This is, in fact, the general approach which is adopted 
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by present legislative policy to a wide variety of substances with a potential 
for harm, at least in certain applications. It is felt that they cannot be removed 
entirely from the market because of their necessity or usefulness. Such is the 
case with drugs having a medical value, despite the dangers which they may 
present in certain applications, and such is the case with the wide variety of 
industrial and household products containing volatile substances, gases and 
solvents. Despite their potential for harm, especially to young people, as a 
result of their chemical properties, it is not practicable to consider their 
removal from the market because of their utility, and in many cases necessity, 
in legitimate uses. Occasionally, it may be necessary to remove a substance 
entirely from the market because of its general hazard to health even in its 
principal application. Such was the case with the cyclamates. With drugs 
having therapeutic value, the requirement of a prescription must for the 
reasons indicated by Miull—inconvenience and cost—be applied very 
judiciously. 


With respect to the consumption of alcoholic beverages, Mill is of course 
against prohibition, and he sees the prohibition of sale as an attempt to 
prohibit use, as an infringement not only of the liberty of the seller but of the 
liberty of the user as well. Thus Mill would appear to be opposed to the “vice 
model” (which obtains in such matters as pornography and prostitution) 
whereby the law punishes the seller but not the user. At the same time Mill 
acknowledges that trade is a “social act” with which government has a right 
to concern itself. In other words, it affects others besides the trader. But on 
closer examination of what he has to say, it would appear that Mill is 
somewhat ambivalent or uncertain as to how far and upon what principles 
society is justified in interfering with the operations of the seller or purveyor 
of goods or services of which it disapproves. He concedes some force in the 
argument that access to the means of indulging in certain vices such as 
gambling and prostitution should be rendered as difficult as possible so as to 
reduce the opportunities for contact with them, but he does not feel that the 
same considerations apply to the sale of alcoholic beverages. The following 
passage reflects the general direction of his thinking, if not the whole of his 
analysis on this point: 


There is considerable force in these arguments. I will not venture to decide 
whether they are sufficient to justify the moral anomaly of punishing the 
accessory, when the principal is (and must be) allowed to go free; of fining or 
imprisoning the procurer, but not the fornicator, the gambling-house keeper, but 
not the gambler. Still less ought the common operations of buying and selling to 
be interfered with on analogous grounds. Almost every article which is bought 
and sold may be used in excess, and the sellers have a pecuniary interest in 
encouraging that excess; but no argument can be founded on this, in favour, for 
instance, of the Maine Law; because the class of dealers in strong drinks, though 
interested in their abuse, are indispensably required for the sake of their legiti- 
mate use. The interest, however, of these dealers in promoting intemperance is a 
real evil, and justifies the State in imposing restrictions and requiring guarantees 
which, but for that justification would be infringements of legitimate liberty. 


Mill recognized that such enterprises may be properly subjected to a variety 
of regulations and safeguards touching such matters as the reliability of the 
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proprietors, hours of opening and closing, and the like, but he did not think 
that the regulations should have as their object, the attempt, by restricting the 
number of outlets, to render access to alcoholic beverages more difficult. 
Hence the reasoning seems to be that alcoholic beverages can be resorted to 
without abuse, and that it is not right to subject the majority who do not abuse 
them to inconvenience simply because of those who are liable to do so. 
Finally, Mill conceded that it was legitimate to allow a relatively heavy 
burden of taxes to fall upon alcoholic beverages since such taxes, which must 
be imposed by the state for revenue purposes, are bound to inhibit some 
forms of consumption. “It is hence the duty of the State,” said Mill, “to 
consider, in the imposition of taxes, what commodities the consumers can best 
spare; and a fortiori, to select in preference those of which it deems the use, 
beyond a very moderate quantity, to be positively injurious. Taxation, there- 
fore, of stimulants, up to the point which produces the largest amount of 
revenue (supposing that the State needs all the revenue which it yields) is not 
only admissible, but to be approved of.” 


It is not clear from all this how Mill would approach the modern phenome- 
non of non-medical drug use, and more particularly how he would propose to 
allow adults freedom while providing adequate protection for the young. It is 
a reasonable assumption that he would have assimilated all non-medical use 
to that of alcohol and would have favoured a system of legal availability with 
regulations designed to minimize the opportunities for exposure of the young 
to it. It is also probable, however, that Mill would have found the problem 
particularly perplexing because of the extent to which modern youth is 
actively engaged in non-medical drug use. He might also have found consid- 
erable difficulty in determining that degree of maturity or discernment which 
should distinguish those who require protection from those who do not. The 
point is that Mill’s general principle of non-interference with conduct that 
does not cause harm to third persons or to society generally is clear enough as 
an abstract proposition; it is its application, with its important qualification 
that the state has the right to intervene to protect persons under the age of 
maturity from causing harm to themselves, that presents difficulty, particu- 
larly in the context of contemporary drug use. With certain drug use the 
issues, if Mill’s principles were to be followed, would be not merely how to 
protect the young while allowing freedom for the mature, but how to amelio- 
rate the present problem, by a system which continued to attempt to deprive 
the young of access to the drug. 


Mill’s thesis has been challenged by other philosophers and laymen on 
several grounds. First, there is challenge of the assumption that might seem to 
be implicit in Mill’s general position, that harm which one causes to oneself 
can never be a cause of harm to others or to society generally. Many—indeed, 
we would think the vast majority—would strongly dispute this suggestion, 
particularly with respect to non-medical drug use. They would stress the effect 
which harmful drug use frequently has on the members of the user’s family 
in emotional disturbance, family relations and discharge of one’s family 
responsibilities, as well as the effect which it has on others in the community 
who must assume some responsibility for dealing with the consequences to 
the user and the members of his family—the demands upon the over-taxed 
resources of medical and social service facilities, sometimes causing neglect of 
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other priorities, as well as the expense of establishing and maintaining 
necessary additional facilities. They would also stress the general effect of 
harmful drug use on the motivation and productive capacity required to 
maintain the institutions and life of the society. They would be concerned 
with the possible effects of widely diffused drug use on the present way of life. 


Actually, Mill concedes that the harm which one causes to oneself by a 
certain kind of behaviour may in many cases cause inconvenience, special 
burdens, and even injury to other individuals and to society generally, but he 
contends that this is not a reason for prohibiting the conduct altogether. It is 
his contention that we should deal with these secondary effects, as they arise, 
on their own merit as being attributable not to the general kind of conduct 
(for example, non-medical drug use) as such, but to certain factors in the 
individual, such as excessive use, lack of responsibility, and the like. Thus, in 
Mill’s view, the fact that driving while under the influence of a drug may 
result in injury to others would not be a reason for prohibiting the use of the 
drug altogether. The injury to others is not the direct result of drug use as 
such but of driving while under the influence of the drug, and the law should 
direct itself to prohibiting and punishing this particular conduct rather than 
drug use as a whole. 


While Mill in the enunciation of his central principle recognizes the right 
of society to use the criminal law or moral coercion for its legitimate self- 
protection, there is an implication that even if it could be demonstrated that 
non-medical drug use will frequently result in impairment of a person’s 
general potential for usefulness to society, he would not consider this a 
sufficient ground for the exercise of such self-protection. This is where the 
issue is joined today. A majority of those who support the existing law do so 
not merely because of the effect of drug use on the welfare of the individual 
but chiefly because of what they feel to be its effect on the welfare of society 
as a whole. Mill would appear to exclude this, as a matter of principle, as a 
valid consideration for application of the criminal law, although the differ- 
ence may be essentially a matter of appreciation of what constitutes a 
sufficient injury or harm to society to warrant intervention. What is really 
involved is a weighing of values: as Mill puts it, “the inconvenience is one 
which society can afford to bear, for the sake of the greater good of human 
freedom.”’ Others take the view, in the case of non-medical drug use, that 
what is involved is more than a matter of “inconvenience”’ but rather a threat 
to other values on which the present society depends, such as the capacity and 
willingness to discharge personal responsibilities in work and personal rela- 
tions, and that such value as there may be in the personal freedom to pursue 
non-medical drug use must cede to these other values which are held to be 
essential to the society’s survival. 


The philosophic debate concerning the appropriateness of the criminal law 
in the field of non-medical drug use is associated with expressions such as 
“crime without victim” and “law and morals” which obscure the essential 
issue: how different people characterize the personal and social effects of non- 
medical drug use in the light of their respective systems of value. This, rather 
than an abstract debate as to the appropriate limits of the criminal sanction, 
is what is really at stake. The quarrel is not so much with Mill’s premises as 
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with the practical conclusions which he drew from them in the light of a 
nineteenth century liberalism. Once he concedes, as he does, that society has a 
right to use the criminal law to protect itself, that a special protection is owing 
to those under the age of majority, and that people may be restrained from 
giving public offence to the sense of decency of others, then it seems that what 
essentially separates him from his critics are questions of application—the 
weighing of the competing values in the light of the particular facts, and 
consideration of the ways and means best calculated to promote the ends. 


For example, the English judge, Lord Devlin, who is generally regarded as 
the exponent of a legal philosophy that is at extreme variance with that of 
Mill, because of his insistence on the right, and indeed the duty, of the state to 
enforce morality, is seen on closer examination simply to take a different view 
of what the self-protection of the state requires. Although he speaks in a 
general way about the moral values of the majority as being essential to the 
preservation of the society, where the criminal law is concerned, his notion of 
morality is not divorced from consideration of the actual harm caused by 
particular conduct. It would not appear that in his view any departure from 
the prevailing moral code is to be considered a social harm warranting the 
application of the criminal law. Once again, it is a question of the subjective 
evaluation of the effects of certain conduct from the social point of view. His 
general approach is set out in the following passage from The Enforcement of 
Morals: 


I think, therefore, that it is not possible to set theoretical limits to the power of 
the State to legislate against immorality. It is not possible to settle in advance 
exceptions to the general rule or to define inflexibly areas of morality into which 
the law is in no circumstances to be allowed to enter. Society is entitled by means 
of its laws to protect itself from dangers, whether from within or without. Here 
again I think that the political parallel is legitimate. The law of treason is directed 
against aiding the king’s enemies and against sedition from within. The justifica- 
tion for this is that established government is necessary for the existence of 
society and therefore its safety against violent overthrow must be secured. But an 
established morality is as necessary as good government to the welfare of society. 
Societies disintegrate from within more frequently than they are broken up by 
external pressures. There is disintegration when no common morality is obs- 
erved and history shows that loosening of moral bonds is often the first stage of 
disintegration, so that society is justified in taking the same steps to preserve its 
moral code as it does to preserve its government and other essential institutions. 
The suppression of vice is as much the law’s business as the suppression of 
subversive activities; it is no more possible to define a sphere of private morality 
than it is to define one of private subversive activity. It is wrong to talk of private 
morality or of the law not being concerned with immorality as such or to try to 
set rigid bounds to the part which the law may play in the suppression of vice. 
There are no theoretical limits to the power of the State to legislate against 
treason and sedition, and likewise I think there can be no theoretical limits to 
legislation against immorality. You may argue that if a man’s sins affect only 
himself it cannot be the concern of society. If he chooses to get drunk every night 
in the privacy of his own home, is any one except himself the worse for it? But 
suppose a quarter or a half of the population got drunk every night, what sort of 
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society would it be? You cannot set a theoretical limit to the number of people 
who can get drunk before society is entitled to legislate against drunkenness. 


Despite the general sweep of his statements in favour of the enforcement 
of morality, it seems clear that Lord Devlin is involved in the same process as 
Mill of weighing the values of personal freedom and privacy against other 
values which he deems to be essential to the preservation of a certain kind of 
society. If anything, what possibly distinguishes them is the relative impor- 
tance or primacy which Mill, in the particular political context of his time, 
assigned to freedom as a social as well as individual value. But the essential 
perspective of Lord Devlin is not at such variance with that of Mill as some 
of his language suggests. For at one place, he says: “There must be toleration 
of the maximum individual freedom that is consistent with the integrity of 
society.” And at another place he says, “But before a society can put a 
practice beyond the limits of tolerance there must be a deliberate judgment 
that the practice is injurious to society.” Thus,whether one agrees or not with 
Lord Devlin’s assumption that morality is essential to the preservation of 
society, it would not appear to be his thesis that, irrespective of the harm 
which appears to be caused by the conduct in question, it is proper to use the 
criminal law to enforce morality. 


Nevertheless Lord Devlin’s general position on law and morality was 
attacked by the English philosopher, H.L.A. Hart, on the ground that since his 
belief in the importance of morality to the preservation of society appeared to 
be an a priori rather than an empirical conclusion, and he seemed to equate 
society with its morality, the natural and inevitable tendency of his position 
would be to regard any departure from the prevailing morality as a threat to 
the preservation of the society. Hart himself is in essential agreement with 
Mill that the criminal law should not be used to enforce morality, but he 
differs from Mill in regarding it as a legitimate object of the law to attempt to 
prevent individuals (including those of the age of maturity) from doing harm 
to themselves. This he justifies as “paternalism” (as distinct from “legal 
moralism”, which he ascribes to Lord Devlin) on the ground that Mill 
exaggerated the capacity of adults to make wise use of their freedom. Hart's 
notion of paternalism may also impliedly challenge another assumption of 
Mill—that somehow the young can be protected while conceding freedom to 
adults. If an attempt is to be made to deny access to certain drugs to the 
young, either on the paternalistic basis of protecting them from causing harm 
to themselves or on the basis that their use of drugs will have an adverse effect 
on society as a whole, then it must be asked whether the achievement of this 
purpose is rendered more or less difficult by permitting adults to have access 
to such drugs. 


On this whole philosphic issue as to whether, in principle, the criminal law 
should be used in the field of non-medical drug use, we adhere to the general 
position which we expressed in the Interim Report as follows: 


..In our opinion, the state has a responsibility to restrict the availability of 
harmful substances—and in particular to prevent the exposure of the young to 
them—and that such restriction is a proper object of the criminal law. We can not 
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agree with Mill’s thesis that the extent of the state’s responsibility and permissi- 
ble interference is to attempt to assure that people are warned of the dangers 
...Obviously the state must be selective. It can not attempt to restrict the 
availability of any and all substances which may have a potential for harm. In 
many cases it must be satisfied with assuring adequate information. We simply 
say that, in principle, the state can not be denied the right to use the criminal law 
to restrict availability where, in its opinion, the potential for harm appears to call 
for such a policy. [Paragraph 442] 


..Without entering into the distinction between law and morality, we also 
subscribe to the general proposition that society has a right to use the criminal 
law to protect itself from harm which truly threatens its existence as a politically, 
socially and economically viable order for sustaining a creative and democratic 
process of human development and self-realization. [Paragraph 443] 


... The criminal law should not be used for the enforcement of morality without 
regard to potential for harm. In this sense we subscribe to what Hart refers to as 
the “moderate thesis’” of Lord Devlin. We do not subscribe to the “extreme 
thesis” that it is appropriate to use the criminal law to enforce morality, regard- 
less of the potential for harm to the individual or society. 


If we admit the right of society to use the criminal law to restrict the 
availability of harmful substances in order to protect individuals (particularly 
young people) and society from resultant harm, it does not necessarily follow 
that the criminal law should be applied against the user as well as the distributor 
of such substances. There is no principle of consistency that requires the criminal 
law to be used as fully as possible, or not at all, in a field in which it may have 
some degree of appropriateness. We do not exclude in principle the application 
of the criminal law against the user since it is a measure which can have an effect 
upon the availability and the exposure of others to the opportunity for use, but 
the appropriateness or utility of such an application must be evaluated in the 
light of the relative costs and benefits. [Paragraph 444] 


We did express a general reservation concerning the offence of simple 
possession as follows: 


Our basic reservation at this time concerning the prohibition against simple 
possession for use is that its enforcement would appear to cost far too much, in 
individual and social terms, for any utility which it may be shown to have. We 
feel that the probability of this is such that there is justification at this time to 
reduce the impact of the offence of simple possession as much as possible, 
pending further study and consideration as to whether it should be retained at 
all. The present cost of its enforcement, and the individual and social harm 
caused by it, are in our opinion, one of the major problems involved in the non- 
medical use of drugs. [Paragraph 449] 


In effect, it is not particularly helpful in this case to attempt to set theoreti- 
cal limits to the application of the criminal law. The criminal law may 
properly be applied, as a matter of principle, to restrict the availability of - 
harmful substances, to prevent a person from causing harm to himself or to 
others by the use of such substances, and to prevent the harm caused to 
society by such use. In every case the test must be a practical one: we must 
weigh the potential for harm, individual and social, of the conduct in 
question against the harm, individual and social, which is caused by the 
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application of the criminal law, and ask ourselves whether, on balance, the 
intervention is justified. Put another way, the use of the criminal law in any 
particular case should be justified on an evaluation and weighing of its 
benefits and costs. Generally speaking, the adverse effects for the individual 
of the criminal law process are such that it must be justified in each case by 
rational and convincing reasons of necessity, in relation to other available 
means of achieving the desired purpose. 


We propose to address ourselves to the following questions: To what extent 
can we hope to achieve our objectives through use of the criminal law? Does 
the benefit which we think we obtain by the use of the criminal law outweigh 
the costs of using the criminal law in this particular case? What would be the 
effect of using the criminal law in some reduced measure? What would be the 
effect of replacing it by some other form of regulation? It is convenient to 
proceed with this analysis in terms of a comparison of criminal law prohi- 
bition and administrative regulation. The major issues in the choice between 
criminal law prohibition and administrative regulation of cannabis are 
whether criminal law prohibition exercises a more effective control upon 
availability and demand, and if so, whether this margin of control justifies 
the costs of criminal law prohibition in the form of the various adverse effects 
upon individuals, the law enforcement processes and the society generally. 


CONTROL OF AVAILABILITY 


A policy of administrative regulation—that is, making cannabis legally 
available under government controls—would increase rather than reduce 
availability. The government control of the distribution of alcohol is not 
really an effective limitation upon availability. Some attempt is made to limit 
the number of distribution outlets, and while this may cause some personal 
inconvenience in obtaining supplies, people are not effectively prevented 
from obtaining as much as they want. Unless one is prepared to introduce a 
quota or rationing system, administrative regulation is not a means of 
limiting or reducing availability, and even then there are ways of circumvent- 
ing the system. The chief means by which a system of administrative regula- 
tion seeks to control use is through the effect of price or taxation on demand. 
It may set a price for a product, or impose such taxes upon it, as will 
discourage demand without encouraging the development of an illicit market. 
If we are to judge by the experience with alcohol and tobacco, this practice 
assures the state of an ample revenue but makes little effective impact upon 
the demand for a product which people greatly desire. They will continue to 
find the money for it even at the price of other things. 


The probable effect of administrative regulation on availability to minors 
requires special consideration. Our experience with alcohol is that while sale 
to minors has been prohibited, young persons have not had difficulty in 
obtaining access to liquor. The extent of alcohol consumption by persons of 
high school age is proof of that. All the surveys show that there is a higher 
consumption of alcohol among high school students than any other drug, 
except tobacco. How they obtain it is not so clear: either the rule against sale 
to minors is not sufficiently enforced, or they arrange to have persons of age 
obtain it for them, or they have easy access to the supplies kept by parents and 
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others in their households. Probably it is a combination of all these factors. 
Although we do not have a basis for comparing the availability of liquor to 
minors under the present licensing system with that which would obtain 
under prohibition, there is certainly no reason to conclude that it is signifi- 
cantly restricted under the licensing system. The example of unrestricted adult 
use and the constant availability of supplies obtained by adults are bound to 
encourage and facilitate use by minors. If cannabis products were made 
legally available we could expect them to be offered as an alternative intox- 
icant at cocktail parties and other social gatherings. Regular supplies would 
undoubtedly be kept on hand in just as casual a way as alcohol is today. 
Moreover, where necessary, minors would always be able to find persons of 
age to obtain supplies for them. We believe it is illusory to think that 
conditions of regulated sale would seriously restrict the access of minors to 
the drug. We think the only reasonable assumption is that there would be 
wider availability to minors under conditions of legal sale to adults than there 
is under conditions of criminal law prohibition. 


Despite the fact that there continues to be widespread availability of 
cannabis under conditions of criminal law prohibition there can be no doubt 
that the criminal law creates risks and difficulties for traffickers. These are 
reflected in the fact that there is relatively less marijuana in this country than 
there is in the United States. With marijuana from Mexico, which is still the 
main source, there are two borders to cross or to circumvent. Marijuana is 
bulky and difficult to conceal. Yet because of its potency in relation to 
weight—generally between .5% and 1% THC-—it is necessary to move very 
large amounts of it. Profits, especially at the lower levels of the distribution 
system, are comparatively small in relation to the risks involved. For these 
reasons there is proportionately much less marijuana smuggled into Canada 
than into the United States and a much greater concentration on the smug- 
gling of hashish, which is more compact, has approximately five to 10 times 
the potency of marijuana per unit of weight, brings a proportionately higher 
price, and can be smuggled into Canada from overseas sources via boat, 
airplane and mail. Thus while the sources of marijuana in the world are 
virtually unlimited and uncontrollable, since it may be cultivated anywhere, 
the difficulty of moving it in sufficiently profitable quantities to justify the risk 
is a severe limitation on the amount which may be brought into Canada 
under conditions of vigourous law enforcement. 


It is uncertain how far domestic cultivation contributes to the supply of 
marijuana in Canada but there is reason to believe that it is increasing in 
importance. Convictions for unauthorized cultivation of marijuana have been 
increasing, as also have seizures of marijuana plants. In 1970 there were a 
total of 43 convictions for cultivation of marijuana, and in 1971, 58, as 
compared to a total of 19 in the whole of the three years 1967 to 1969 
inclusive. The R.C.M. Police report seizures of 26,431 marijuana plants 
during the fiscal year 1970-71 and 92,978 up to the end of October, 1971 of 
the fiscal year 1971-72. This shows a very marked increase in law enforce- 
ment against cultivation, which presumably reflects the increasing importance 
that the police attach to domestic cultivation as a source of domestic con- 
sumption. Apparently there is little doubt now that a marijuana of acceptable 
potency can be grown anywhere in Canada. It can even be grown indoors. It 
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is too early to assess the long-term implications of this for law enforcement, 
but obviously they may be quite serious. 


The situation at present appears to be that in most parts of the country 
marijuana is not very plentiful, and certainly not available in quantities that 
would permit a very large number of people to support heavy, regular use. In 
these areas, more hashish than marijuana is used. Hashish is easier to 
smuggle than marijuana but more difficult, because of the relative bulk, than 
heroin. Hashish is brought through customs by individuals on their person or 
in their luggage after arrival by plane or boat, or is sent through the mails, or 
is brought into the country in large quantities through various strategems, 
such as air-drops off the coast, by organized criminal enterprises. Vigourous 
enforcement by police and customs officials can make the smuggling of 
hashish a very risky undertaking. Despite the fact that large quantities are 
obviously entering the country, there is reason to believe that criminal law 
prohibition imposes some limitation on availability. As the figures for sel- 
zures provided by the R.C.M. Police indicate (see Table 3 in Chapter 3), the 
total amount of hashish seized has been steadily increasing. On the basis of 
relative THC potency (between five and ten times as potent as marijuana), 
hashish represents a very high proportion of the total amount of cannabis 
seized. 


CONTROL OF QUALITY AND POTENCY 


The chief benefits of administrative regulation are an assured supply which 
one can obtain without having to engage in illegal activity, stable price and 
assured quality. The last is probably the most important element of effective 
control that can be achieved through administrative regulation. Prohibition 
reduces availability and forces prices to levels which may discourage use but 
leaves quality to be determined by the illegal market. 


In the case of cannabis, quality is not really a major issue. At any rate, it is 
not the issue that it is in the case of the “chemicals’’, where there is not only 
fraudulent but dangerous adulteration. Cannabis is a natural product. There 
has been some evidence of misrepresentation and adulteration by non-psy- 
choactive impurities, but little evidence of adulteration that presents dangers. 
Cannabis is generally what it purports to be. Most of it is of good quality. The 
need to control quality in the interests of safety is not a major issue, as it is in 
the case of alcohol. Arguments in favour of legalization based on the desir- 
ability of quality control are really more applicable to the more dangerous 
drugs; because of their higher cost, there is a greater incentive to adulteration, 
and because the process of adulteration is a chemical one there is a greater 
possibility of the introduction of dangerous ingredients. 


Although there would necessarily be quality control, the chief object of 
product control in an administrative regulation of cannabis would be control 
of potency. Advocates of “legalization” assume that there would be a selec- 
tion of products for legal distribution, and that by a control of potency or 
THC concentration, there would be an attempt to restrict consumption to 
moderate dose levels. The fallacy in this assumption is that the dose level can 
always be increased by increasing the quantity of the product which is 
consumed. Thus, not only would fixing a moderate concentration of THC per 
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unit of weight in the legally available product or products not prevent people 
from achieving the dose level they desire by regulating the quantity con- 
sumed, but it might drive them to seek more potent products on the illicit 
market if it had the effect of making such a dose level too costly or incon- 
venient to attain. 


If cannabis were legalized we would not escape the necessity of using the 
criminal law. We would still have to use the criminal law to suppress the 
distribution of cannabis products outside the legal system, and particularly 
their distribution to minors. We would also have to prohibit cultivation. It is 
far from clear that there would not continue to be a significant illicit market 
in products of greater potency than those available on the legal market. This 
is particularly true if a decision were taken to legalize marijuana but not 
hashish. 


Most advocates of legalization of cannabis contemplate that it would be 
confined to marijuana. Indeed, it is argued that the legalization of marijuana 
would reduce the consumption of hashish. It is felt that any significant 
increase in the effectiveness of law enforcement against marijuana is likely to 
be reflected in an increase in the use of hashish. This is regarded by most as a 
serious consequence in view of the greater potency of hashish. 


There is some uncertainty as to the importance in practice of the difference 
between marijuana and hashish. Most commentators observe that while 
hashish is five to ten times as potent in THC concentration as marijuana, most 
users in practice adjust the quantities consumed to achieve approximately the 
same ‘high’ or level of intoxication with both. However, there seems to be a 
general agreement that hashish is more likely to lead to excessive use than 
marijuana, and it is noteworthy that the accounts of adverse psychological 
reactions in other countries have generally involved the use of hashish. There 
is also general agreement that the ingestion of hashish involves special 
hazards of overdose and adverse reaction, although this mode of administra- 
tion does not yet appear to be common in Canada. 


In Canada the use of hashish is now firmly established as the dominant 
form of cannabis use. The question is whether users could be enticed away 
from hashish by the legalization of a moderate form of marijuana, or 
whether a form of hashish would have to be legalized as well. We think it 
would be useless to legalize marijuana without hashish. We think that legaliz- 
ing marijuana would introduce many people to the drug who are not using it 
now, but that it would not dissuade people who have acquired the habit of 
hashish from continuing to seek hashish. We believe there would continue to 
be a thriving illicit market in hashish. The fact is that tolerance may play a 
more important role than was previously thought in the development of levels 
of cannabis use. There now tends to be more agreement that tolerance 
develops to high cannabis use with time. In our opinion tolerance will play a 
part in gradually increasing the levels of cannabis use by regular users in 
North America until they approximate more closely the dose levels estab- 
lished in other countries. Hashish, because of its greater potency per unit of 
weight, is obviously a more convenient and rapid response to the require- 
ments of tolerance than marijuana. We believe that it is the relationship 
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between tolerance, potency and excessive use that makes hashish both attract- 
ive and dangerous in the long-run. 


One advocate of legalization of marijuana has argued as follows: 


A licensing system, however, can exert pressure away from stronger drugs. So 
long as marijuana of sufficient potency is available, even though it is not perhaps 
so strong as desired, the preference for legal and convenient drug purchasing will 
incline users toward the use of the more available rather than the stronger drug. 
Our experience during Prohibition illustrates this. During the period from 1920 
to 1933 there was a movement toward the use of more powerful alcoholic drinks 
such as gin and bourbon and away from the less powerful beer. This was in great 
part a consequence of the fact that the higher value per gallon of the stronger 
drinks make them more economic for boot-leggers to produce, transport, and 
sell. Interestingly, since the repeal of Prohibition, the ratio of hard-liquor sales to 
sales of beer has dropped. 


Indeed, once we see the issue as to which is the better way to arrest the spread 
of hashish—licensing or forbidding its principal and most logical competitor—the 
answer becomes fairly clear. [Kaplan, Marijuana—The New Prohibition.| 


The fallacy in this argument is that under liquor licensing the hard liquors 
are legally available to satisfy the demand for them, and this demand is very 
high, regardless of the amount of beer that is consumed. If the analogy were 
to have any value we would have to consider the effect of a licensing system 
that was restricted to beer only, and left hard liquor under a criminal law 
prohibition. It is a virtual certainty that an illicit market in hard liquor would 
continue to flourish. Obviously, where all forms are under criminal law 
prohibition, there will be an inevitable tendency to concentrate trafficking 
efforts on those forms which are most profitable in relation to risk. But it does 
not follow from this, if the most moderate forms are legalized, that trafficking 
in the more potent forms will cease if there continues to be a significant 
demand for these more potent forms. 


For reasons already indicated, particularly tolerance and the likelihood of a 
steady increase in the dose level sought by regular, heavy users, we are 
convinced that there would continue to be a sufficient market for hashish to 
support a large volume of trafficking. Either that, or there would be efforts to 
convert the moderate substance that was legally available into more potent 
concentrations. Regular, heavy users are not going to smoke several mild 
cigarettes in succession to achieve what they can achieve much more quickly, 
and with less wear and tear on the respiratory system, by a fifth the weight 
using hashish. And in any event, even if potentially heavy users were dis- 
posed to remain with the legally available marijuana cigarette, they could 
increase their dose by increasing the number of cigarettes they smoked. Either 
way, the legal availability of a moderate form of marijuana cigarette would 
offer no assurance of a control on the total amount consumed on a single 
occasion or the total dose level which heavy users could attain. The same is 
true of beer. We know that a high level of intoxication can be achieved with 
beer, and that much alcoholism is attributable to the consumption of beer, as 
it is to the consumption of wine. It simply takes greater quantities than in the 
case of hard liquor; it is a question of convenience and what one might call 
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digestive preference—some people find the ingestion of large quantities of 
fluid uncomfortable. 


It is completely illusory to think that we can effectively control quantities 
consumed, and dose levels attained, by a licensing system which provides a 
product with a specified potency per unit. Everything depends on the number 
of units or total amount of the product that is consumed on each occasion. 
What can be done by such a system is to assure that people know the potency 
of what they are consuming. They are able to make a graduated use of the 
drug, and they are not obliged to consume a unit of such potency as to risk 
overdose. This is the great danger with the ingestion of drugs. There is no 
way of titrating or adjusting the dose, if the potency of the drug turns out to 
be greater than suspected. Once the drug has been ingested there is no way of 
avoiding its full impact. This is one of the dangers with LSD and with the 
ingestion of hashish. But cannabis smokers may always stop at the level of 
intoxication which is acceptable to them. In the case of products which are 
smoked there is much less danger of falling unwittingly into overdose so that 
this argument in favour of legalization of a cannabis product of standard 
potency per unit is not as weighty as it would be for drugs which are ingested. 


There is always a possibility, however, that if concern increases about the 
possible effects of the smoking of cannabis on the respiratory system, there 
will be increasing resort to the ingestion of cannabis products. This could 
have very serious consequences without units of standardized potency and 
widespread knowledge about effects and prudent use. Since, however, cig- 
arette smokers appear to be undeterred by the impressive evidence of the 
dangers of smoking, it is likely that smoking will continue to be the preferred 
mode of administration of cannabis. 


THE CONTROL OF DEMAND 


Whereas we believe that the criminal law prohibition against trafficking 
can have a significant impact upon availability, at least in comparison with 
administrative regulation, we believe that the prohibition against simple 
possession has a much less significant impact upon demand. 


The essential benefit to be derived from an application of the criminal law 
is the extent to which it prevents the behaviour to which it is directed. This 
involves a consideration of the factors which contribute to deterrence, or 
compliance with the criminal law, and the extent to which they are operative 
in a given case. Deterrence (which is not effected by actual physical restraint, 
as in the case of imprisonment or other deprivation of liberty) is basically a 
function of one or more of the following factors: the sense of moral obli- 
gation and voluntary compliance induced by the mere command of the law 
and its stigmatization of certain conduct; the risk of detection of a violation 
of the law; the likelihood of conviction, if caught; and the likely consequences 
of conviction—that is, the likely severity of the sentence and the other effects 
of a criminal conviction and record, including the effect on prospects for 
employment. Apart from the actual penalty imposed there is the fear of 
stigmatization, humiliation or degradation. This, however, is related, in some 
measure, to the moral authority of the law and the manner in which people 
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perceive the criminal law process and its results with respect to the particular 
offence. 


It is impossible to determine with any certainty or precision how far a 
criminal law is having deterrent effect. Our continuing resort to such laws, 
with the severe costs for individuals which they entail, is based on the 
assumption that they have deterrent effect, so that we must assume that a 
particular criminal law is having such an effect, in the absence of convincing 
proof or arguments to the contrary. We cannot put in question the assump- 
tion which underlies the whole of our criminal law. Moreover, the conse- 
quences of criminal law stigmatization and punishment for the individual are 
such that it is wholly reasonable to assume that the criminal law acts as an 
effective deterrent for the vast majority of people who might otherwise be 
tempted to engage in the conduct which is prohibited. 


The law depends for its efficacy on a substantial measure of voluntary 
compliance out of a sense of moral obligation. The vast majority of people 
comply with the law because it is the law. To command this respect and 
voluntary compliance in a sufficient measure the law must strike the majority 
as a reasonable one, or at least it must not strike them as so unreasonable as to 
offend their sense of justice. Opinions will differ widely throughout the 
population as to the wisdom of a particular law, but the overwhelming 
majority will support it so long as they do not consider it to be outrageous. 


It is said by many that the law against cannabis has lost much of its 
deterrent effect because it does not command widespread respect. It is difficult 
to assess the weight of this opinion. Certainly, an increasing minority would 
appear to have little respect for it. For this minority, the criminal law 
prohibition against cannabis does not have persuasive effect merely by virtue 
of its existence. It does not command respect. Any deterrent effect which it 
has with this minority must rest on fear of detection and conviction. This fear 
is necessarily proportionate to the actual risk of such consequences, and the 
risk depends upon how effective law enforcement can be in this field. 


It is clear that the risk of detection of simple possession of cannabis, for 
most of the using population, is relatively slight. Use is too widespread, and 
the methods required for detection too unacceptable with respect to most of 
the using population to make it possible to enforce the law in any but a 
haphazard and necessarily discriminatory manner. Many, if not most, of the 
cases of simple possession are uncovered by accident in the course of some 
other aspect of law enforcement. Apart from the accidental discovery of 
possession, law enforcement appears to be concentrated against certain well- 
identified and highly visible centres of drug use and distribution. There are 
certain populations which are relatively immune from systematic enforce- 
ment in their normal places of occupation and residence, although they may 
be caught by accident when out of their normal environment. If people are 
careful not to be in possession in public places where they may be confronted 
by the police for one reason or another they are relatively immune from 
detection. It would be wrong to suggest that there is a conscious policy of 
discrimination in the enforcement of the law; it is simply that the extent and 
patterns of use, the available manpower, and the difficulty of detection, where 
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there is no complainant, do not permit anything more than a very spotty and 
haphazard effort. 


The use of cannabis in private is generally speaking beyond the effective 
reach of law enforcement. There will no doubt continue to be cases in which 
the police will break into dwellings to surprise individuals in possession of 
cannabis, but because of the unpopular nature of this kind of law enforce- 
ment it is bound to be used with increasing reluctance. It will simply not be 
used, as a general rule, against the average citizen. A real fear of being 
discovered in the private use of cannabis could only be developed and 
maintained by using the methods of a police state. It would require very large 
numbers of police, pressure on vast numbers of people to act as informers and 
ruthless use of the powers of search. Obviously, the society could not tolerate 
it. Even in a police state, such methods can only be invoked to suppress 
activity that can plausibly be presented as threatening the security of the state. 


One measure of the effectiveness of law enforcement against simple posses- 
sion is the number of convictions in relation to the estimated number of users. 
Convictions for simple possession of cannabis rose from 431 in 1967 to 5,399 
in 1970. In 1971, there were 8,389. These figures reflect an increase in law 
enforcement effort but the total number of convictions still falls well below 
one per cent of a conservative estimate of the total number who have used 
cannabis in Canada. As a proportion of those who are estimated to have been 
actually using cannabis in 1970 and 1971, and of certain populations of 
users, the percentages are, of course, somwhat higher. For example, the total 
convictions for simple possession of cannabis in 1970 would be about one 
and one-half per cent of the total of 354,000 Canadians who are estimated to 
have been using cannabis in 1970, and the total of approximately 4,000 
convictions of persons between the ages of 18 and 25 in that year represent 
approximately eight per cent of the total of 48,000 university students who 
are estimated to have been using it in that year. This, however, would not 
represent the actual risk of conviction in this population of users since the 
total number of convictions in this age group is by no means limited to this 
category of person. Such statistics as we have on the occupational categories 
of persons convicted for the simple possession of cannabis during the years 
1967 to 1969 inclusive indicate that students comprised the largest stated 
group, averaging between 20 and 23 per cent in the country as a whole, but 
varying considerably from one province to another. There was, however, a 
large “Not Stated” category in these years which may have contained a 
significant number of students. Unfortunately, there are no such statistics 
available for 1970 and 1971. In any event, on any basis of calculation the risk 
of conviction for simple possession of cannabis in any one of the using 
populations would appear to be very low. 


On the other hand, this does not necessarily reflect the extent to which the 
law may be having deterrent effect. In our surveys a relatively small propor- 
tion of non-users have stated that the law or the fear of arrest were reasons 
for not using, but the actual numbers affected are quite considerable. It is also 
of interest that the legal status of the drug deterred more people than the 
actual fear of arrest, reflecting the fact that many people are influenced by the 
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mere existence of the law, regardless of the actual risk of detection. Twenty- 
six per cent of high school students who had not used drugs said they had not 
done so because of the law. 


To sum up, we would say that the prohibition against simple possession has 
relatively little deterrent effect by virtue of the risk of detection and prosecu- 
tion. For certain people its stigmatization of the conduct probably has a 
deterrent effect. Such people respect the law, no matter what it is. It is likely 
that most of them would be just as deterred if there was no longer a 
prohibition against simple possession, but there remained a prohibition 
against distribution. It is likely that they would be disinclined to deal with an 
illegal market. They are not prepared to involve themselves in contact with 
people who may be under police surveillance or who may be prosecuted for 
selling to them, with attendant unfavourable publicity to themselves. For such 
people there would be a serious stigma attached to being detected in dealings 
with traffickers, even if there was no criminal liability. Many of the same 
people would likely try the drug out of curiosity if its distribution were made 
legal. 


For significant numbers of users who make the law relatively ineffective as 
a means of controlling demand, the law does not have moral authority. Its 
stigmatization has no effect on their conduct. 


THE EFFECT OF A CHANGE IN THE LAW ON THE PERCEPTION OF HARM 


The difficulty here is that we do not start with a clean sheet. We are not 
choosing for the first time what would be a sensible policy with respect to 
cannabis. For better or for worse the legislator has taken a firm position on 
the subject, and now the issue is whether there should be any retreat from this 
position. In the course of our inquiry several witnesses expressed the fear that 
any liberalization of the law would give people the impression that there was 
nothing to fear from cannabis and would encourage the use of it. Such people 
would not insist that the present law is satisfactory in every respect. They do 
not say that the present approach is the one they would adopt if the question 
as to whether cannabis should be subject to some controls was coming up for 
the first time. They do say, however, that the present legislative characteri- 
zation creates a certain impression of its relative potential for harm, perhaps 
an exaggerated one, but that a significant alteration of this characterization 
may give an equally erroneous impression in the other direction. 


Within certain limits we do not believe that a change in the law need have 
an adverse effect on a proper appreciation of the caution with which we 
believe cannabis should be treated. To begin with, the present legal character- 
ization of cannabis is simply not believed. People are not misled by the 
inclusion of cannabis in the Narcotic Control Act into believing that its effects 
are as harmful as those of heroin. The thoroughly mistaken nature of this 
characterization is now well and generally understood. There is a growing 
recognition in official circles that the assimilation of cannabis to the opiate 
narcotics in the Single Convention on Narcotic Drugs 1961, and in domestic 
legislation, undermines the credibility of public policy in the drug control 
field. Many nations, including the United States and Great Britain, have 
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acknowledged this by changing their whole approach to legislative classifica- 
tion of the drugs. While the Single Convention groups cannabis with the” 
opiate narcotics it does not insist that it be given identical treatment in the 
law of the member states. The Single Convention has certainly been responsi- 
ble for reinforcing the erroneous impression that cannabis is to be assimilated 
to the opiate narcotics but it does not prevent domestic legislation from 
correcting this impression. Because the present classification and legislative 
treatment of cannabis is so generally recognized to be erroneous and indefen- 
sible, any change in it which corresponded more closely to the facts could be 
expected to command much more respect and careful attention, and might 
well have the opposite effect of that which is feared by many: namely, to lead 
people to treat cannabis more seriously, if that is what the facts indicate. 


There are limits, however, to this line of reasoning. Any significant change 
in the law is going to convey some acknowledgement of the relative serious- 
ness of the effects of cannabis. The whole public debate concerning cannabis 
has turned on the question of whether it is harmful. There has, of course, also 
been controversy as to the proper legislative approach to it, assuming it to be 
harmful. The perception of harm and the proper legislative approach are for 
the overwhelming majority inextricably bound up together. If we are not 
mistaken, it is only a relatively small minority who see the issue as one of 
principle, regardless of harm. 


We believe that a decision to make cannabis legally available, and to a 
lesser extent, a decision to repeal the prohibition against simple possession, 
would inevitably convey an impression that cannabis was considered to be 
less dangerous than official policy had previously given people to understand. 
In the case of a repeal of the prohibition against simple possession this 
impression would be offset in substantial measure by the retention of a 
prohibition against distribution. 


THE COSTS OF APPLYING THE CRIMINAL LAW TO THE DISTRIBUTION AND 
USE OF CANNABIS 


The costs of the criminal law prohibition of cannabis which are generally 
referred to include the following: (1) the effect of criminal. conviction, 
particularly on young people; (2) encouraging the development of an illicit 
market, with possible involvement of organized crime; (3) obliging people to 
engage in crime or at least to deal with criminal types to supply themselves 
with the drug; (4) exposing people to other, more dangerous, drugs by forcing 
them to have contact with traffickers who handle a variety of drugs; (5) 
encouraging the development of a deviant subculture; (6) undermining the 
credibility of drug education, and in particular, information about more 
dangerous drugs; (7) the use of extraordinary methods of enforcement; (8) 
creating disrespect for law and law enforcement generally; (9) diverting our 
law enforcement resources from more important tasks; and (10) adversely 
affecting the morale of law enforcement authorities. 


Some of these costs are inherent in the criminal law process and some are 
special to the criminal law prohibition of cannabis. 


The effect of a criminal conviction upon young lives. The first, and probably 
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the most serious, of the special costs involved in the application of the 
criminal law to the distribution and use of cannabis is that the law falls most 
heavily upon the young. In 1970 and 1971 over 50 per cent of those convicted 
of the simple possession of cannabis and only a slightly smaller proportion of 
those convicted of trafficking offences were under the age of 21. In both years 
over 85 per cent of those convicted of all offences were under the age of 25. 


It is particularly serious that several thousand young people should suffer 
the stigma and other consequences of arrest, trial and criminal conviction. 
Even if conviction does not result in imprisonment it can still have very 
serious consequences by its effect on vocational opportunities, the right to 
travel and other rights and privileges. There is also the harsh effect of contact 
with the criminal law process. The effect on the offender’s family must also be 
taken into account. The mental suffering which these events can produce in 
parents is a very substantial cost. Further, there is the understandable sense of 
injustice at being the one who is unlucky enough to be caught. There cannot 
be any systematic attempt to enforce the law, and large numbers remain 
relatively immune from detection. 


Even where there is provision, as there is under the present law,” for the 
granting of a pardon after a certain period of time, the knowledge which a lot 
of people invariably possess of a conviction and the knowledge which can be 
obtained by interested parties through careful investigation cannot be 
eliminated. 


The cost of criminal law conviction is also to be measured not just by the 
stigma and future consequences for employment and other opportunities, but 
also by the severity of the penalties imposed. The maximum penalties under 
the Narcotic Control Act for offences involving cannabis are grossly excessive. 
They are out of all proportion to the harm which could possibly be caused by 
cannabis. Moreover, they are excessive by comparison with those of most 
other nations. The maximum penalty of life imprisonment for the trafficking 
offences is much more severe than the penalty in other western nations. 


It is clear that the Canadian penalty structure with respect to cannabis 
developed with a view to the opiate narcotics and without any anticipation of 
the social problem it would cause in the late 1960s. When Parliament adopted 
the present maximum penalties in 1961, the perception of cannabis which 
they had before them was that reflected in the observation of the Special 
Senate Committee of 1955 on the narcotic traffic that it did not as yet present 
a problem. (See History in Chapter 5.) 


A conspicuous aspect of the extreme severity of the Canadian penalty 
structure with respect to cannabis offences is the mandatory minimum penalty 
of seven years’ imprisonment for importing or exporting. (See Chapter 5, 
Prohibitions and Penalties.) This was enacted in 1961 in response to a 
recommendation of the Special Senate Committee, but again the Committee 
and the Government were undoubtedly thinking mainly of the drugs which 
are true narcotics. In fact, virtually all of the cases of importing or exporting 
in recent years have involved cannabis. The impact of this very severe law has 
fallen almost entirely upon this class of trafficker, although it may be pre- 
sumed to have had some deterrent effect with respect to importing or export- 
ing of the narcotics. In 1970, 26 out of the 28 convictions for importing or 


packs 


Cannabis 


exporting under the Narcotic Control Act involved cannabis, and in 1971, 22 
out of 26. In 1971, 16 of the convictions involving cannabis carried sentences 
of between seven and eight years, and six of them carried sentences of ten 
years and over. Thirteen of the cases involved persons between the ages of 18 
and 25. As indicated in Chapter 5, there is reason to believe that the 
authorities only resort to this offence in what they consider to be very serious 
cases, but there are still a number of young people who come under this 
draconian law, which leaves the judges no discretion and cannot be justified 
by the facts concerning cannabis. 


The maximum penalty of seven years’ imprisonment for cultivation is also 
very severe, since it makes no distinction between cultivation for purposes of 
trafficking and cultivation for purposes of one’s own use. 


Another aspect of the severity of the penalties for the offences of importing 
or exporting, trafficking, possession for the purpose of trafficking and culti- 
vation, at least insofar as cannabis is concerned, is that they do not offer the 
Crown the option of proceeding by summary conviction rather than indict- 
ment. This option exists with respect to the trafficking offences involving 
controlled drugs and restricted drugs under Parts III and IV of the Food and 
Drugs Act, and there is no logical reason why it should not apply to the 
offences involving cannabis. There is no reason, for example, why the penalty 
structure should be more severe for cannabis than LSD. Indeed, on the basis 
of potential for harm, it should not be as severe. 


Under the law, as it presently stands, the courts do not have the right to 
impose a fine in lieu of punishment in trafficking cases. This results from 
section 646(2) of the Criminal Code, which provides that “An accused who is 
convicted of an indictable offence punishable with imprisonment for more 
than five years may be fined in addition to, but not in lieu of, any other 
punishment that is authorized.” The statistics suggest that there are cases of 
trafficking offences in which only a fine has been imposed, but this would 
appear .to be an exercise of judicial discretion that is not permitted by the 
present law. There have been decisions in which the courts of appeal have 
upheld an appeal from sentence on this ground. In our opinion this option 
should be open in trafficking cases to permit the courts to deal with the 
marginal cases which do not merit a policy of severity. The Single Convention 
on Narcotic Drugs, 1961, requires that “serious offences shall be liable to 
adequate punishment particularly by imprisonment or other penalties of 
deprivation of liberty’, but trafficking offences exhibit a wide range of 
relative seriousness, and the permissible range of penalties should be suffi- 
ciently flexible to permit the courts to reflect significant distinctions. 


As for the offence of simple possession, the maximum penalties, whether 
upon indictment or summary conviction, are completely unreasonable. They 
are out of all proportion to the potential for harm of cannabis or the overall 
effect which they may have upon demand. They give much too great a 
latitude to the judges and can be made to fall with great severity and injustice 
upon individuals whose cases exhibit circumstances, including a previous 
conviction, which appeal to judges as justifying a policy of severity. Because 
of the special nature of the law concerning cannabis—the very real doubts 
concerning the extent to which we are justified in continuing to use the 
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criminal law to attempt to suppress it—we do not think that particular weight 
should be attached to a previous record in imposing sentence in cannabis 
cases. They should be judged essentially on their own merits, and not invested 
with the seriousness which may carry over from other cases. It is using an 
offence about which there are reasons for serious misgiving to justify what 
amounts to further punishment for previous acts. 


As will appear, we favour the abolition of the offence of simple possession, 
but we wish to make our position clear, that if it were to be retained in any 
form we would be strongly opposed to the retention of liability to imprison- 
ment. We are strongly and unanimously of the opinion on the Commission 
that the simple possession of cannabis does not justify imprisonment in any 
circumstances. 


It may be said that the severity of the law must be judged not by the 
maximum penalties on the statute book but by the manner in which the law is 
actually applied. Close to 80% of the cases of simple possession are disposed 
of by fine. Apart from importing or exporting, for which there is the 
mandatory minimum sentence of seven years, most of the sentences to 
imprisonment for trafficking offences involving cannabis are for periods 
under two years, and virtually all of them are under three years. In 1971 all 
sentences were under six years. It may be said that in these circumstances it is 
of no practical consequence that the law provides a maximum penalty of life 
imprisonment for trafficking offences and seven years’ imprisonment for 
simple possession. 


To this, certain things may be said in reply. First, there is no doubt that the 
maximum penalties on the statute book are intended to create an impression 
of relative seriousness which influences the sentencing process. The judges 
have said as much. (See, for example, R. v. Simpson, [1968] 2 O.R. 270; R. v. 
Perrin, (1971), 14 C.R.NS. 24.) Secondly, in the light of the wide disparity in 
the approach to sentencing which our study reveals, the present penalty 
structure gives the judges too large a discretion. In spite of the overall 
tendency towards more moderate sentencing in respect of cannabis, there are 
still cases of exceptional severity. If the overwhelming opinion, as reflected by 
the sentences, is that these maximum penalties are neither necessary nor 
appropriate, it is wrong in principle that they should be left on the statute 
book as a justification of severity by judges who are disposed to take that 
view. Finally, it would give the law a greater appearance of rationality, which 
has a bearing on the credibility and respect which it can inspire, if the 
maximum penalties more closely reflect the relative seriousness of the 
offences. 


Another cost of the laws against cannabis is the extent to which there must 
be a departure from the ordinary rules respecting the burden of proof. This 
arises in the case of the offence of possession for the purpose of trafficking 
(see Chapter 5). This offence, which was introduced into Canadian law in 
1954, has played an important role in law enforcement against trafficking. It 
accounted for over 40% of the convictions for trafficking offences in 1970 and 
over 50% of them in 1971. It is considered to be necessary because of the 
difficulty of apprehending persons in the act of trafficking or otherwise 
making the necessary proof of this offence. Similar provisions have been 
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adopted in the United States and Great Britain. The disturbing aspect of the 
offence is the burden of proof which is cast upon the accused once the Crown 
has proved the fact of possession. As indicated in Chapter 5, since the 
decision of the Supreme Court of Canada in the Appleby case it would appear 
that it is no longer sufficient for the accused to raise a reasonable doubt 
concerning his intention to traffic; he must rebut the presumption by a 
preponderance of evidence or proof which carries on a balance of probabili- 
ties. This places a heavy burden on the accused. We shall have a recommenda- 
tion to make on this point. 


Encouraging the development of an illicit market. There is no doubt that the 
criminal law prohibition of distribution encourages the development of an 
illicit market, where, as in the case of cannabis, there is a significant demand 
for the product. This is an inherent cost of the prohibition of distribution. It 
means that a certain number of people will be encouraged to engage in the 
crime of trafficking and to make a profit from it. There is little evidence of 
organized crime being involved in the traffic in marijuana, although there is 
some evidence of it in connection with hashish. It is a reasonable assumption 
that a profitable illicit market will eventually attract organized criminal 
elements. 


Obliging people to engage in crime or at least to deal with criminal types to 
supply themselves with the drug. This also is an inherent or unavoidable cost of 
a criminal law prohibition of distribution. It must be recognized that even if 
the prohibition against simple possession were repealed many users of can- 
nabis would continue to have their conduct criminalized since, as part of the 
process of supplying their own requirements, they would be dealing with 
traffickers in amounts that would involve them in some redistribution. This is 
the operating and economic reality of cannabis distribution. 


Exposing people to other, more dangerous, drugs by forcing them to have 
contact with traffickers who handle a variety of drugs. There is no doubt a good 
deal of truth in this point. Distributors of cannabis, particularly at the lower 
levels of distribution, generally carry other drugs because of the relatively low 
profit to be made on cannabis at that level of distribution. Many professional 
distributors of cannabis also carry LSD and other psychedelic hallucinogens. 
Forcing users to have contact with them increases the chances of their being 
exposed to LSD. But even if cannabis were legally available, there would still 
be an illicit market in LSD which persons who wanted to try it could readily 
find. The use of cannabis itself, rather than contact with the distribution of 
LSD, is probably a more important step in the direction of LSD. Making 
cannabis legally available would not isolate people from contact with the 
illicit market in other drugs. From the point of view of influence, the 
important contacts are between drug users rather than between users and 
traffickers. Most users are initiated into new forms of drugs by other users. 
Interest in other drugs would not cease if cannabis were made legally 
available. 


It is said that obliging users of cannabis to resort to an illicit market for 
supply forces them into a multi-drug-using subculture. Making cannabis 
legally available would not put an end to multi-drug use or the drug culture, 
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nor would it put an end to contact between users of cannabis and users of 
other drugs. Users would continue to talk about drugs and share drug 
experiences. They would continue to arouse each other’s interest in new drug 
experiences. The drug culture is pervasive. The important and influential 
contacts are between users. There is a great amount of multi-drug use. It is 
impossible to wall off one kind of drug use by making the drug legally 
available. There is no guarantee that people will restrict themselves to that 
drug. The legal availability of alcohol is proof of that. It has not prevented a 
great amount of multi-drug use, involving contact with an illicit market. 


Encouraging the development of a deviant subculture. The argument here is 
that by making conduct criminal we tend to make people deviant and 
encourage them to engage in criminal activity. The reasoning is that we give 
them a certain conception of themselves and they tend to fulfil it. The attitude 
is: if I am going to be treated as a criminal then I am going to act like one. To 
the extent that there is truth in this argument, it is a cost that is inherent in 
criminal law prohibition. We doubt that it is true of most cannabis users, who 
do not exhibit a general pattern of criminality or delinquency. 


Undermining the credibility of drug education and, in particular, information 
about more dangerous drugs. It is said that the present legislative treatment of 
cannabis undermines the credibility of drug education generally. The ar- 
gument is that if the authorities have been so misleading about cannabis there 
is no reason to believe what they say about other drugs. It is difficult to know 
how much weight to give to this argument. There is undoubtedly some force 
in it. It can be met, we think, by a more rational legislative treatment of 
cannabis; again, we do not think it is necessary to go to the extent of making 
cannabis legally available. 


Some will no doubt argue that as long as cannabis is treated differently 
than alcohol there is bound to be a question about the basic honesty of the 
law. It is argued that it is illogical that the criminal law should be used to 
prohibit the distribution of cannabis, while alcohol, which is at least as 
dangerous, is made legally available. First of all, let us concede two things 
immediately. Alcohol is one of the most dangerous drugs, when used to 
excess, and from everything we know now it is probably considerably more 
dangerous than cannabis, if only for its capacity to produce strong physical, 
as well as psychological dependence. Secondly, the anomaly in the legal 
treatment of cannabis and alcohol is not logical, if the criterion is consistency. 
But there is no virtue in pursuing an unwise policy merely to be consistent. 
The argument of consistency—because alcohol has been made legally availa- 
ble cannabis should be made legally available—would apply to the non- 
medical use of all dangerous drugs, since few, if any of them, are more 
dangerous than alcohol when used to excess. It is alcohol which is the 
anomaly; not the other dangerous drugs whose distribution for non-medical 
use is prohibited. 


The use of extraordinary methods of enforcement. Reference has been made 
in Chapter 5 to the extraordinary methods of law enforcement which must be 
resorted to because of the difficulty in detecting offences by reason of the fact 
that there is seldom, if ever, a complainant. The use of special methods of 
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search, undercover agents and informers, and police encouragement of of- 
fences makes the impact of the criminal law process in this field particularly 
unpleasant and generates considerable resentment. It also tends to bring the 
law and police into some disrepute. Commission researchers who engaged in 
participant observation of law enforcement in the drug field have concluded 
that such enforcement would be seriously handicapped if the police were 
deprived of these special powers and methods. It would appear, therefore, 
that they must be regarded as special costs inherent in the criminal law 
prohibition of the distribution and use of drugs. 


Creating disrespect for law and law enforcement generally. There is no doubt 
that the law on cannabis has created for a significant number of youth a 
disillusionment with law and legal institutions, as well as the processes of 
government generally. They have been disillusioned by the obstinacy in 
maintaining the present legal policy with respect to cannabis despite the 
evidence that it is not nearly as dangerous as the opiate narcotics and 
probably not as dangerous as alcohol. They believe that there must be 
something perverse and profoundly hostile in the official attitude towards 
cannabis. The situation has been made somewhat more tolerable by changes 
in judicial attitudes which have reduced the severity of the law as actually 
applied in practice. But many youth regard the law concerning cannabis as 
exhibiting an irrationality which amounts to dishonesty. There can be no 
doubt that the law on the books is at extreme variance with the facts. We 
believe that much of the strong feeling about the law could be removed by a 
change that would bring it into closer conformity with the facts. We do not 
believe that it is necessary to go to the extreme position of making cannabis 
legally available to remove the essential basis for disrespect for law and 
governmental process that may be fairly attributable to the laws on cannabis. 
It is sufficient to introduce a greater measure of rationality into the law. 


Diverting our law enforcement resources from more important tasks. There is 
no doubt that the law against cannabis makes a disproportionate demand 
upon the time of police, prosecutors and judges. It is already imposing severe 
strains upon the system. An all-out attempt to enforce the prohibition against 
simple possession would impose intolerable strains upon it. Indeed, we could 
not afford the personnel required for it. 


Adversely affecting the morale of law enforcement authorities. There is no 
doubt that the law on cannabis and the methods which have to be used to 
enforce it have affected public attitudes, in certain segments of the popula- 
tion, toward the police. It may well be, moreover, that the difficulty and the 
controversy involved in enforcing the law against cannabis have had an 
adverse effect on police morale. On the whole, it has been an unpopular law, 
although the police have probably felt, with some reason, that they have had 
the support of the majority of the population. But there has been profound 
misgiving about the reasonableness of the law—the appropriateness of the 
scale of penalties. Young people have been highly critical of the law and 
strongly opposed to it. The law enforcement authorities have been increas- 
ingly conscious of the fact that while cannabis is classed with the opiate 
narcotics it is not the same thing at all. The law has lacked credibility even for 
many of those who have felt an obligation to support it. 
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THE BALANCE OF BENEFIT AND COSTS 


The Commission is required by its terms of reference to make recommen- 
dations to the federal government as to what it can do alone or with other 
levels of government to reduce the problems involved in non-medical drug 
use. The use of cannabis is a problem but so also is the present use of the 
criminal law to suppress it. The attempt to enforce the prohibition against the 
simple possession of cannabis, as well as the prohibition against distribution, 
is bringing the criminal law to bear against thousands of young people with 
very serious consequences for their lives. The number of convictions for 
simple possession has more or less doubled each year, rising from 431 in 
1967 to 8,389 in 1971. It may be expected to continue to increase on this scale 
if we persist in a policy of attempting to enforce a prohibition against simple 
possession, even in a somewhat haphazard and necessarily uneven manner. 
Apart from its impact on thousands of young lives, such a scale of law 
enforcement will place an intolerable strain upon our resources, taking up an 
increasing amount of the valuable time of police, prosecutors and judges. It is 
already overburdening the system very severely. 


We do not believe that the known, probable and possible effects of can- 
nabis, and the marginal effect which a prohibition against simple possession 
may have on availability, perception of harm, and demand, justify these costs 
of continuing to attempt to enforce it against greatly increasing numbers of 
users, most of whom are under the age of twenty-five. It is simply not a 
feasible policy in the long run. The number of individuals involved, the 
difficulties of enforcement and the allocation of resources required to process 
the required number of cases are all too great to make a thorough-going 
enforcement of the law against simple possession practicable. The law is able 
to reach less than one per cent of a conservative estimate of the total number 
of users. Thus it can have little impact by virtue of the fear of detection. At 
the same time, it has very serious consequences for those who are unfortunate 
enough to be caught. A law which can only be enforced in a haphazard and 
accidental manner is an unjust law. It falls with great uneveness upon the 
population of offenders. 


No doubt there would be some cost in abolishing the offence of simple 
possession. It would probably lead to some increase in use and some change in 
the perception of harm of cannabis, but these may be offset in some measure 
by retention of the prohibition against distribution and by information 
designed to make people more cautious about the use of cannabis. Use is in 
any event very widespread and steadily increasing. We do not think that the 
marginal effect which a prohibition against simple possession may have on 
demand justifies the costs of applying it against thousands of young people. 
Those we are most concerned about are the least likely to be impressed by the 
law, particularly by its moral command. Those who are impressed by its 
moral command, quite apart from the actual risk of detection, are likely to be 
prudent in any event, and probably will be as deterred by the disapproval 
implied in the prohibition against distribution and by reluctance to become 
involved in contacts with an illicit market. In any event, we feel that the costs 
of continuing to enforce the prohibiton against simple possession, even on a 
scale required for a token effort, are such that we must accept the risks of 
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some increase in use and some adverse effect upon perception of harm. We do 
not consider the latter possibility very serious, however, since it is clear that 
the law has had no serious effect on this issue. It has been too obviously at 
variance with the facts to carry any credibility. The actual perception of harm 
of cannabis is now so different from that which the law would suggest, that 
any change in the law could only be recognized as a belated recognition of the 
facts. It would not be interpreted as the law saying something new and 
hitherto unknown about cannabis, but the law being obliged to acknowledge 
what is actually known. The prohibition against distribution would serve to 
emphasize the continuing concern of the state. 


We believe that on balance the marginal effect which a prohibition against 
distribution can have on availability justifies the costs of continuing to apply 
it. We recognize that numbers of young people will continue to be involved in 
trafficking if only as part of the process of supplying their own requirements. 
But the act of making cannabis available is more serious in our opinion than 
the act of using it, since it involves facilitating use by others, and there are 
fewer people affected by the application of the criminal law. In other words, a 
relatively more effective impact can be made on availability than upon 
demand with much fewer people adversely affected by the law. The benefit is 
proportionately greater in relation to the cost. 


Certain changes in the law respecting distribution should be made, how- 
ever, to make the law more reasonable in relation to the relative seriousness 
of the offence, while at the same time maintaining its essential deterrent 
effect, and also to give the courts more flexibility to deal with significantly 
different kinds of trafficking. The mandatory minimum sentence of seven 
years’ imprisonment for importing or exporting should be removed. The 
maximum penalties for all distribution offences should be reduced to reflect 
the upward limits of the present range of sentences, as indicated in Chapter 5 
and Appendix A. There should be the option to proceed by way of indictment 
or summary conviction in all cases. Cultivation should only be punishable if it 
is for the purpose of trafficking. To reduce the impact of the law against 
trafficking on the young to what is reasonably necessary, there should be 
excluded from the definition of trafficking the giving without exchange of 
value by one user to another of a quantity of cannabis which could reasonably 
be consumed on a single occasion. It is necessary to retain the offence of 
possession for the purpose of trafficking, with a burden of proof upon the 
accused, but it should be sufficient for the accused to raise a reasonable doubt 
concerning his intention to traffic. 


The elimination of the offence of simple possession, the restriction of the 
offence of cultivation to cases where it is cultivation for the purpose of 
trafficking, and the exclusion of sharing of cannabis from the definition of 
trafficking may all entail the additional cost of an adverse effect upon the 
effectiveness of law enforcement against trafficking, but we believe that it is a 
cost which we must accept in view of the costs of pursuing a different policy 
on these issues. 


In our Interim Report we said that we wished to give further consideration 
to the relationship of the offence of simple possession to effective law enforce- 
ment against trafficking. We have done this to the best of our ability, but we 
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are not really able to throw more light upon the issues than we were at the 
time of the Interim Report. There is no empirical way of testing the truth of 
the assertion that an offence of simple possession is essential to effective 
enforcement against trafficking. There is no offence of simple possession for 
the controlled drugs (the amphetamines and barbiturates), but it is impossible 
to estimate the effect which this has had on the effectiveness of law enforce- 
ment against trafficking in these drugs, particularly in the case of ‘speed’. It is 
also impossible to compare the relative effectiveness of law enforcement in 
the case of controlled drugs and cannabis, since there is such a variety of 
different factors involved. The police insist, however, that they have been 
greatly handicapped by the lack of an offence of simple possession for 
controlled drugs. In further submissions to the Commission since its Interim 
Report the R.C.M. Police have stated that an offence of simple possession 1s 
essential to the control of availability. The chief utility of the offence of 
simple possession in relation to trafficking is that it reduces the risk of 
proceeding on a charge of possession for the purpose of trafficking, since if 
the Crown fails to prove that charge, it can fall back on the offence of simple 
possession, and it enables the authorities to reach offenders whom they know, 
but cannot prove, to be engaged in trafficking. We do not think that this 
marginal utility in relation to the offence of possession for the purpose of 
trafficking justifies the costs of retaining the offence of simple possession. Nor 
do we think it is likely to have much deterrent effect on traffickers, since they 
are unlikely to be impressed by the scale of penalties which we would judge to 
be acceptable for the offence of simple possession if it were to be retained. In 
other words, it would not be acceptable to make the offence of simple 
possession subject to sufficiently severe penalties to deter trafficking. 


SUMMARY STATEMENT OF CONCLUSIONS AND RECOMMENDATIONS 


1. Although research has not clearly established that cannabis has sufficiently 
harmful effects to justify the present legislative policy towards it, there are 
serious grounds for social concern about its use, and this concern calls for 
a continuing policy to discourage its use by means which involve a more 
acceptable cost, than present policies, to the individual and to society. 


2. The focus of our social concern should be the use of cannabis by adoles- 
cents, and the principal object of our social policy should be to restrict its 
availability to them as much as reasonably possible by the methods which 
appear to be most acceptable on a balance of benefits and costs. 


3. The only policy which can impose a significant restriction on availability is 
a prohibition of distribution. Under a system of administrative regulation 
or licensing, availability would be virtually unrestricted. A policy of 
making cannabis available to adults would have the effect of making it 
more available to minors. This is the lesson of our experience with alcohol. 
It would also make cannabis appear to be relatively harmless. Further, 
there is no reason to believe that we could effectively control potency and 
encourage moderate use by a system of administrative regulation or 
licensing. People will consume the quantities they require to achieve the 
desired level of potency or they will seek more potent forms, if necessary, 
in the illicit market. Moreover, our present knowledge about cannabis 
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would not permit a policy of legal availability that could be accompanied 
by suitable assurances as to what might constitute moderate and relatively 
harmless use. 


4. The costs to the individual and society of maintaining a prohibition of 
distribution are severe but they are justified by the probable effect of such a 
prohibition on availability and perception of harm, in contrast to the 
likely effect on both of a policy of legal availability. 


5. The costs of a policy of prohibition of distribution are only acceptable, 
however, if the possible penalties for illegal distribution are reasonable in 
relation to the relative seriousness of the offence. Having regard to the 
potential for harm of cannabis in relation to other drugs, the extent to 
which young people are involved in its distribution, and the general level 
of penalties in other countries, the present penalty structure for the illegal 
distribution of cannabis is grossly excessive. In some cases it does not leave 
the courts sufficient discretion, and in others it leaves them too much. 


6. We recommend the following changes in the law respecting the illegal 
distribution of cannabis: 


(a) Importing and exporting should be included in the definition of traf- 
ficking (as they are under the Food and Drugs Act), and they should not 
be subject to a mandatory minimum term of imprisonment. It might be 
appropriate, however, to make them subject to somewhat higher max- 
imum penalties than other forms of trafficking. 


(b) There should be an option to proceed by indictment or summary 
conviction in the case of trafficking and possession for the purpose of 
trafficking. 


(c) Upon indictment, the maximum penalty for trafficking or possession for 
the purpose of trafficking should be five years, and upon summary 
conviction, eighteen months. It should be possible in either case to 
impose fine in lieu of imprisonment. 


(d) In cases of possession for the purpose of trafficking it should be 
sufficient, when possession has been proved, for the accused to raise a 
reasonable doubt as to his intention to traffic. He should not be 
required to make proof which carries on a preponderance of evidence 
or a balance of probabilities. 


(e) Trafficking should not include the giving, without exchange of value, by 
one user to another of a quantity of cannabis which could reasonably 
be consumed on a single occasion. 


7. The costs to a significant number of individuals, the majority of whom are 
young people, and to society generally, of a policy of prohibition of simple 
possession are not justified by the potential for harm of cannabis and the 
additional influence which such a policy is likely to have upon perception 
of harm, demand and availability. We, therefore, recommend the repeal of 
the prohibition against the simple possession of cannabis. 


8. The cultivation of cannabis should be subject to the same penalties as 
trafficking, but it should not be a punishable offence unless it is cultivation 
for the purpose of trafficking. Upon proof of cultivation, the burden should 
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be on the accused to establish that he was not cultivating for the purpose 
of trafficking, but it should be sufficient for him, as in the case of 
possession for the purpose of trafficking, to raise a reasonable doubt 
concerning the intent to traffic. 


9. The police should have power to seize and confiscate cannabis and can- 
nabis plants wherever they are found, unless the possession or cultivation 
has been expressly authorized for scientific or other purposes. 


CONCLUSIONS AND RECOMMENDATIONS 
of 
Marie-Andrée Bertrand 


My colleagues have adopted a position of tolerance in the matter of use 
which represents a forward step compared to the existing attitude. However, 
their interpretation of the results of our inquiry does not lead them to - 
recommend the legalization of cannabis distribution through federal-provin- 
cial agreement. Despite my esteem for the other members of the Commission 
and my respect for their point of view, I must dissent from the majority 
opinion. I recommend a policy of legal distribution of cannabis. 


The preceding pages describe the effects of cannabis and the extent and 
patterns of its use. They establish that a large number of people have used 
cannabis—more than a million in Canada. Very few of them have ever 
required medical or psychological treatment as a consequence. Smoking 
marijuana or hashish generally produces no serious personal problems, nor 
does it result in criminality. The results of surveys also allow us to state that 
for the vast majority of cannabis users, curiosity and the search for pleasure 
have been the main motive force. 


The facts on which a social policy with respect to cannabis can be based are 
summarized as follows: 


(1) At least one Canadian out of every twenty uses cannabis occasionally. 
Excluding people over 60 and under 6, the proportion is one out of 
every seven or eight. In some populations, every second person uses 
cannabis. 

(2) In the vast majority of cases, use does not give rise to serious psycho- 
logical difficulties, to crimes or illness. 

(3) Cases of habitual and excessive use are exceptional. 

(4) For nearly all users, reported motives are: a desire to experiment, and a 
search for pleasure and escape. 


PROHIBITION: EXPENSIVE AND INEFFECTIVE 


In Canada, enforcement of the prohibition against cannabis use falls 
accidentally—almost randomly—on a very small proportion (about 1%) of 
offenders. 


Traffickers are subject to more severe sanctions when arrested than are 
users; but the control of trafficking is not adequately effective, judging by the 
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amount of cannabis that is readily available. Canadians who cultivate the 
plant do so with little risk of arrest as long as they do not engage in any large- 
scale activity. 


As for importing, the R.C.M. Police reported a number of very large 
seizures in the last 18 months. Unfortunately, it is difficult to estimate the 
proportion of importers affected by these arrests. But considering the quanti- 
ties of cannabis in circulation, it would appear that law enforcement at this 
level is no more effective than in the case of domestic trafficking. 


The very small number of arrests, compared to the numbers of users, 
traffickers or importers, is not the only consideration in the question of 
effectiveness. There is also the fact that not only has the legal position on 
cannabis failed to reduce use or trafficking, but evidence shows that these 
have become even more widespread than ever. In addition to being ineffec- 
tive, law enforcement has been very costly. In fact, at least 10,000 to 12,000 
arrests and 8,000 convictions have been made against users in the last 12 
months. The Commission was told that breaking one network of importers 
took several months of work by police agents. The total cost to be considered 
would include time incurred by police and magistrates and, of course, deten- 
tion Costs. 


THE NON-EDUCATIVE CHARACTER OF THE LAW 


To have an educational impact, a law should be coherent and rest on basic 
principle. The most commonly invoked principle is that of social danger; 
thus, severe penalties and the use of law enforcement agencies are generally 
limited to acts causing a real and serious prejudice to others. 


A more important factor underlying problems in the application of the law 
is the gradual change in opinion taking place among Canadians regarding the 
harmfulness of this substance. The evidence has been taken into account— 
cannabis is not an opiate, its use does not induce physical dependence. The 
earlier opinions of society have been challenged and modified. The attitudes 
of parents, teachers and police are changing—the R.C.M. Police leave the 
handling of cannabis matters, in most cases, to local police units. Moreover, 
in a number of cities, municipal police find it futile to look for cannabis users; 
most of the ordinary sellers are never bothered. In the summer of 1970, this 
more reasonable attitude even reached the office of the Attorney General in 
the federal Department of Justice; as a result the indictment procedure (for 
simple possession) could be replaced by summary conviction, under which 
penalties for simple possession might be lightened. However, the continued 
prohibition of cannabis has precipitated, among many users, a generalized 
disrespect for the law. If the laws regarding the use of cannabis are to be 
effective and have educative value they must be consistent with those laws 
regulating the use and sale of other drugs, such as alcohol, that have a 
potential for harm at least as great as that of cannabis. 
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ABSENCE OF CONTROLS ON PRICE, QUALITY AND POTENCY 


Given the actual legislation, conjectures about the economics and the 
quality control aspect of cannabis distribution are rather futile. In fact, profits 
are not subject to taxes and price control. As for quality, the clandestine 
character of the transactions makes analysis and control impossible. Existing 
analytic data indicate that the various forms of cannabis available illicitly in 
Canada today vary in THC content over a wide range, and the user has no 
basis for estimating, in advance, the potency of these different preparations. 
Such unpredictable variability undoubtedly increases the likelihood of unde- 
sirable effects. Standard cannabis of consistent potency would enable the user 
to more easily anticipate the effects of use, and to learn to adjust the quantities 
consumed accordingly. These are some of the considerations which have led 
me to conclude, not only that the prohibition against possession should be 
removed, but that the distribution of cannabis should be organized legally. 


THE HARM OF CANNABIS 


What are the physical and psychic effects of cannabis? In an inquiry led by 
five individuals, assisted by a large number of investigators, it is inevitable 
that the interpretation of data will vary from one Commission member to 
another, from one investigator to another. This phenomenon applies particu- 
larly to the present instance: all the pertinent data are there before us, as 
before the legislators and before the Canadian public. But they will not be 
given the same relative weight. 


I have understood and interpreted the results of the various investigations 
on the physical and psychological effects of cannabis as follows. 


Effects on the Sensory, Cognitive and Psychomotor Functions 


Several studies are cited in the previous pages—including those of the 
Commission—etablishing that under doses sufficient to produce the level of 
intoxication typically sought, there is generally some acute alteration in 
perception and, often, an impairment in some cognitive functions, such as 
short-term memory. As for attention and vigilance, especially important in 
the handling of complex machinery, the two experiments carried out by the 
Commission (involving different tasks) lead to contradictory conclusions. It 
would appear that under certain circumstances a statistically significant im- 
pairment in performance may occur, but the practical significance of many of 
the test conditions involved is questionable and has not been determined. 


With low doses, the great majority of effects which we have just mentioned 
are either non-existent or negligible, and often impossible to verify. Occasion- 
ally, low doses may improve capacity. It is difficult to establish significant 
effects on most measures. In discussing cannabis effects another variable must 
be taken into account: the experience of the subject in performing the task— 
whether under the influence of cannabis or not—may compensate for some of 
the negative effects. If the subject is not familiar with them, complicated tasks, 
requiring prolonged attention, are usually not done well under doses typically 
consumed by regular users. 
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With regard to psychomotor aptitudes, several variables must be taken into 
account: dose, sensory, cognitive and muscular requirements of the task, the 
subject’s past experience with the test and his previous history as a cannabis 
user. The effects under these conditions are quite complex. In Commission 
experiments there was no indication that marijuana adversely affected re- 
sponse speed or reaction time. There was a perceptible deterioration in some 
aspects of tracking performance after absorption of the higher dose, but not 
with smaller quantities. Combined alcohol and cannabis use may modify 
psychomotor functions still more. 


Is the ability to drive a vehicle diminished by cannabis? Will cannabis use, 
under natural conditions, result in increased traffic hazards? Let us remember, 
to begin with, that we have only laboratory experiments from which to judge, 
and it is particularly risky to extrapolate from experiments which cannot 
reproduce the very great number of variables of daily driving. The action of 
cannabis in this area is related to various effects on the perceptual, cognitive 
and psychomotor functions, each of which varies according to dose. 


It has been shown that cannabis does not give rise to aggression. It seems 
that cannabis can impair certain driving abilities, but the relative impairment 
is related to dose and, probably, experience with driving when ‘high’ and 
other factors. Even if it is clear that driving while in a state of cannabis 
intoxication is a risk, and that one should avoid driving in this condition, it 
has not been shown that cannabis, under natural conditions, results in a 
serious increase in traffic hazards. What are the users’ attitudes in this regard? 
Some say decidedly that they would not drive when ‘high’—just as the 
majority refuse to drive when in a state of alcoholic inebriation, even if only 
slightly so. Other users say that they would drive, but more carefully. Some 
surveys report that users claim to have learned to compensate for their 
perceptual and psychomotor impairment. Some experimental support for this 
contention exists. 


No one can look on with equanimity when someone drives a car or an 
aircraft while intoxicated, no matter what substance is consumed. Dangerous 
driving of any vehicle can have grave consequences. There is, however, no 
need to panic where cannabis is concerned. Let us remember, at the outset, 
that the Canadian penal code carries sanctions which permit prosecution of 
persons driving dangerously. In my opinion this is sufficient. Many other 
kinds of human conditions can never be measured on a Breathalyzer-type of 
instrument, but they nevertheless, at critical points, make the handling of any 
machine rather dangerous. The example of a quarrel between husband and 
wife when one of them is driving comes to mind, as do ‘highway hypnosis’, 
driver fatigue and alcohol ‘hangover’. Furthermore, driving impairment can 
be produced by a variety of other drugs, commonly used both medically and 
non-medically, for which there are no convenient methods of detection. 


Physical Effects 


Cannabis apparently produces acute physiological effects of little general 
consequence: heart rate is increased, salivation and skin temperature de- 
creased, and there is often a slight reddening of the eyes. Few other short- 
term effects have been reliably detected. It has been suggested that chronic 
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heavy use may have adverse effects on respiratory, cardiovascular, gastroin- 
testinal, liver and neurological function, but such potential effects have not 
been documented in systematic controlled studies. Not one well-controlled 
study of chronic or sub-chronic cannabis use in humans has demonstrated 
any major chronic problems caused by cannabis. Cannabis has not been 
shown to be lethal in humans. 


Amotivational Syndrome 


Cannabis may engender apathy and indolence in some people, but, as we 
have seen, there is a great deal of controversy on this subject. The role of 
cannabis in this alleged syndrome is not clear, nor is the research adequate or 
conclusive. Among certain users who are truly without motivation and spirit, 
cannabis has not been established as the causal factor in the condition, nor 
has it been established that its use preceded the apathy. 


Mental Health 


Although scientists have not been able to agree on the concept of a 
“cannabis psychosis”, and a large number of them refuse to accept it as a 
specific disorder, it sometimes happens that heavy dosage will trigger an acute 
psychosis. In North America, these incidents are exceedingly rare. According 
to David E. Smith, writing in 1968, adverse reactions to cannabis were 
extremely rare at the Haight-Ashbury clinic in San Francisco, where more 
than 30,000 patients, suffering from various drug problems, had been treated. 


It is true that there are reports from non-industrial countries (often in the 
East) of psychoses and chronic behavioural disturbances in some long-term 
users, characterized by lack of ambition, lassitude and inability to plan. 
However, it has not been established that cannabis use is a cause of—or even 
that it preceded—the conditions described, nor has it been established that 
these conditions are found more frequently among cannabis users than in the 
population strata to which the users belong—usually the lower socio-economic 
classes in these countries. 


Possible Effects on Maturation 


Cannabis affects memory and attention as well as self-perception and the 
capacity to perceive reality. Alertness and awareness are modified. But, in 
truth, these acute effects last for several hours, at most, as our experiments 
have shown. However, it would seem that a severe anxiety state, even when 
temporary, and changes in perception of one’s self and others, could have a 
greater effect on adolescents than more mature persons. This is because 
adolescents are passing through an identity crisis, due to their age and other 
social factors, which drug-related confusion may complicate. But there is no 
indication that any such cannabis-related difficulties would have permanent 
or irreversible effects. 


We have very few facts to support a hypothesis of inadequate maturation 
which could be linked to a premature use of cannabis. 
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Cannabis and Criminality 

For 75 years, the principal government-sponsored studies on cannabis use"! 
have concluded that there is no causal relationship between cannabis use and 
criminality. It is also evident that cannabis does not increase aggressivity. By 
far the greatest crime-inducing drugs are alcohol and, in certain respects, the 
amphetamines and, for very different reasons, heroin. 


However, the law itself, consisting of prohibition with severe penal sanc- 
tions, engenders a certain kind of criminality. In fact, cannabis is in such 
great demand that many young Canadians have discovered they can easily 
earn large amounts of money selling it. This illicit trade has all the earmarks 
of a ‘black market’: buyers are occasionally cheated, lies must be told to 
explain large sums of money, etc. In any case, the ‘black marketing’ of 
cannabis certainly contributes nothing to the communication between adults 
and young people. The seller also often offers other drugs besides cannabis to 
his clientele. 


Progression and Multi-Drug Use 


It appears that cannabis does not /ead to the use of other drugs, but it is 
true, as our surveys reveal, that a certain proportion of cannabis users take 
other drugs. 


We are not dealing with a phenomenon that is limited to cannabis, LSD 
and the amphetamines (which are used in combination by only a few), but 
with an almost indiscriminate use of mood-changing substances in our soci- 
ety. When we include alcohol, it can be said that Canadians consume great 
quantities of a variety of psychoactive drugs, even if cannabis is excluded. A 
connection between cannabis and the use of other illicit drugs may be at least 
partially a function of the illegal status of cannabis which necessitates regular 
user involvement in illicit distribution networks which are often the sources 
for these other drugs. 


Should cannabis be singled out for blame? Is it true that it constitutes the 
first step in the progression? Does it necessarily mark the beginning? Is it a 
necessary or sufficient link? While it is true that a certain proportion of 
cannabis users try LSD and a smaller proportion of users may eventually use 
amphetamines (drugs which present serious risks), it is not possible to say 
that cannabis use contributes to this phenomenon. 


ARGUMENTS AGAINST LEGALIZATION 


The number of users will double. This statement is probably reasonable. A 
large number of people replying to our questionnaires admit that they would 
use cannabis if it were legal. There is no doubt that legalization would be 
quickly followed by a large increase in the number of users, but can we assert 
that this growth would continue? Some would try cannabis and return to 
alcohol and tobacco. Others would take it, as is largely the practice now, when 
it is at hand—that is, only when the occasion arises. 


Another drug is hardly needed; there are too many already. To this I reply 
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that the use of cannabis is already established; legalization will not introduce 
it to us. 


The use of psychotropic drugs should be discouraged. Imprudent or excessive 
use of most drugs entails grave consequences to the individual, to the family, 
to society. We cannot eliminate the use of psychotropic drugs in Canada. We 
should therefore use the weapon of education as fully as possible rather than 
the penal code. It seems much wiser to base our hopes and efforts on a 
program of objective information for young and old and on the appropriate 
education to create the desire for moderation and self-control. Legalization 
would facilitate education—and personal and social control. 


Persons dependent on hashish would not be satisfied with marijuana and 
would continue to support a significant illicit market. Hashish is more prevalent 
than marijuana in many areas of Canada only because it is a more convenient 
product to distribute illegally. We have no evidence that a significant propor- 
tion of cannabis users have developed a firm commitment to hashish, as 
opposed to a reasonably potent form of marijuana. 


Importation of foreign supplies would be necessary. Recent botanical re- 
search in Ottawa indicates that potent marijuana can be grown in Canada. 
Although additional agricultural research would be required for efficient 
large-scale production, it is clear that no importation would be necessary to 
meet Canadian demand. 


The production of a standardized product would be impossible. While there 
are still some significant questions to be resolved regarding optimal storage 
conditions for various cannabis preparations, there is growing evidence that 
the issue of shelf-life (cannabinoid degradation with time) need not be a 
major problem with natural marijuana. A product with a moderate, uniform 
level of A? THC could be reliably produced by blending marijuana from a 
high THC strain with low potency material—either marijuana or a semi- 
synthetic cellulose material, as has been developed for tobacco cigarettes. 
Alternatively, a stable form of pure THC might be impregnated on an 
inactive carrier material. The production of a standard hashish preparation 
would present greater practical difficulties than marijuana, but should not be 
ruled out. 


CONCLUSIONS 


With legalization, there is a strong possibility that the number of regular 
users will increase and that the effects of cannabis intoxication will be 
observed in a greater number of people. It is also expected that a certain 
number of cannabis users would go on to other hallucinogens and would 
make greater use of barbiturates, tranquilizers and alcohol, as well. 


The probable consequences of legalization seem to me to be less harmful 
than the evils of prohibition. Prohibition is very expensive economically, 
socially and morally. It undermines the educative value of the law. The 
majority of my colleagues, though they would remove the prohibition against 
simple possession, do not take into account that the necessity of dealing in an 
illegal market will foster criminality among users. 
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A moratorium, which would serve only to postpone the decision which 
cannabis presses on this country, would not be in keeping with the informa- 
tion which we have taken so much trouble and time to accumulate. 


I believe that it is not acceptable to claim that it is enough to “decriminal- 
ize’ cannabis use. An important economic activity is developing in this 
country and would continue to develop without controls on price, on quality 
or on the involvement of organized crime (“decriminalization” of cannabis 
use alone would inevitably expand the illicit market and encourage this 
involvement). Cannabis users would continue to be supplied by distributors 
who will doubtless sell more dangerous products at the same time. Users 
would have to learn to deal with this situation with no assistance from society 


or its laws. 


RECOMMENDATIONS 


The federal government should remove cannabis from the Narcotic Control 
Act, as the Commission recommended in its Interim Report. 


The federal government should immediately initiate discussions with the 
provincial governments to have the sale and use of cannabis placed under 
controls similar to those governing the sale and use of alcohol, including 
legal prohibition of unauthorized distribution and analogous age restric- 
tions. Furthermore, this government-distributed cannabis should be mar- 
keted at a quality and price that would make the ‘black market’ sale of the 
drug an impractical enterprise. 


The federal government should initiate a program to develop efficient 
practical methods for cannabis production and marketing in Canada. A 
standard form of natural marijuana would seem to be most feasible at this 
stage, but hashish and synthetic preparations should also be explored. 


The federal government should initiate prospective multi-disciplinary epide- 
miological research to monitor and evaluate changes in the extent and 
patterns of the use of cannabis and other drugs, and to explore possible 
consequences to health, and personal and social behaviour, resulting from 
the controlled legal distribution of cannabis. 


All stages of the production and marketing of cannabis should be con- 
ducted by the federal and/or provincial governments. 


CONCLUSIONS AND RECOMMENDATIONS 
of 
Ian L. Campbell 


I am in almost full agreement with my colleagues’ conclusions about the 
effects of cannabis, its relative potential for harm, the extent of its use, and 
the social costs and inappropriateness of the present law. I agree with them 
about the importance of finding means to discourage its use and in their 
special concern about use by adolescents. I also accept their cost-benefit 
approach to the problem and their concern to find sound jurisprudential 
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foundations for social policy. However, J must dissent from their recommenda- 
tion that the prohibition of the simple possession of cannabis be repealed and 
from part of the recommendation concerning cultivation. I am in full agreement 
with all of their other recommendations. 


A principal reason for my dissent is a fear that a repeal of the prohibition 
of simple possession, at this time, would be apt to be seriously misinterpreted, 
particularly by young people. The risks of such a misinterpretation, and the 
consequences which could follow from it, seem to me to outweigh the obvious 
advantages of repeal. Unfortunately, a repeal of the prohibition could too 
easily be taken as reflecting a judgement that cannabis is indeed safe. It is not 
realistic to expect that the balanced discussion of the drug’s effects and 
potential for harm in this report will be read in detail by many potential 
users. The press is not likely to report in full our statements about the known 
and potential dangers of cannabis. Those of our cautionary statements that 
are reported and read are very apt to be glossed over and quickly forgotten. If 
the prohibition on the possession of cannabis were repealed they would be 
forgotten all the more quickly, and an environment would be created in 
which the cautionary statements of others might not be taken as seriously as 
prudent judgement would warrant. There are a number of reasons why a 
repeal of the prohibition would be prone to serious misinterpretation at the 
present time. One of the more important is the fact that so much of the debate 
about the legal status of cannabis has been built on the assertion that the drug 
is safe and should therefore be legalized and the counter assertion that it is 
highly dangerous and must be prohibited, or the argument that prohibition 
must be maintained until science has proved the drug safe. The frequent 
development of the argument in these simplistic terms has created a context 
in which repeal of the prohibition would be particularily prone to be accepted 
as an endorsement of the safety of cannabis. Moreover, the attitudes of many 
young people to adult authority are such that many will leap to the conclusion 
that the prohibition would have been maintained had there been any substan- 
tial evidence that the drug was dangerous or had a real potential for harm. As 
well, it seems inevitable that the action of repealing the prohibition would be 
used as propaganda with which to encourage the use of marijuana and 
hashish. 


I think there is also a risk that the repeal of the prohibition on the 
possession of cannabis, even by the young, would be misunderstood as 
indicating a willingness by the society to condone and accept the use of the 
drug. There is little evidence to suggest that such a willingness exists. 


Whether or not the reasons for repeal were misunderstood or misinter- 
preted, I am certain that repeal would be followed by a marked increase in the 
numbers who would use cannabis. It is, of course, impossible to estimate with 
any precision the numbers of new users that would result. However, available 
evidence makes it not unreasonable to think that there are more than half a 
million Canadians who have not used cannabis who would if possession were 
legal. No doubt, many of these potential users will, in time, come to use the 
drug whether or not the prohibition is lifted. In all probability, the vast 
majority of them will come to no harm as a result. Indeed, I am sure that the 
vast majority will never pass beyond experimental or occasional use. But a 
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minority will inevitably become regular users. Some of these will have their 
appetites whetted for the hallucinogenic experience and will move on to try 
LSD and other strong hallucinogens. The risk of such progression is probably 
not as great among those who have been deterred from use by the present law 
as among those who have already used cannabis. But the risk of progression is 
nonetheless real for some considerable number. Moreover, cannabis is gener- 
ally perceived as a ‘drug’ in a way that alcohol is not. It is still too often linked 
with drugs such as LSD. A marked change in social policy removing a strong 
pressure against the use of marijuana and hashish would be apt to alter the 
general context of ‘drug’ taking in a fashion that could well facilitate the 
acceptance of other drugs. 


The repeal of the prohibition of simple possession would also probably 
have the effect of increasing the frequency of use of many of those who have 
already used cannabis. In some cases this would occur because repeal would 
be incorrectly taken as an endorsement of the drug’s safety and the accept- 
ance of its use, in other cases because a moral and legal pressure against use 
had been removed. 


It is clear that the existing laws have failed to deter more than a million 
Canadians from cannabis use. This failure has all the marks of becoming as 
great as the failure of the prohibition of the use of alcohol. But it is also clear 
that the law continues to have a deterrent capacity for many. I am sure that 
relatively little of that deterrent power comes, today, from the sanctions that 
can be applied against offenders. Rather, it comes from the fact that there are 
very large numbers who continue to respect the law. The law continues to 
have a moral power to command obedience. In part, this no doubt comes 
from a recognition of an obedience properly owed by the citizen. In part it 
also springs from a perception of the law as the embodiment of a conven- 
tional wisdom that one is prudent to heed. I am not persuaded that the time 
has yet come to remove the deterrent to cannabis use that the law prohibiting 
simple possession provides. 


It can, of course, be argued that the prohibition of the possession of 
cannabis is so clearly an improper use of the criminal law power of the state 
that it should be repealed notwithstanding the probable consequences. 


It seems to me to be an unassailable proposition that the majority may 
properly prohibit through the law conduct that is manifestly offensive or 
disturbing to them whether or not that conduct inflicts an injury on any 
particular person beyond the actor. This principle is recognized in our laws 
against public nudity. There is every reason to think that the public use of 
cannabis is offensive and disturbing to the vast majority of Canadians. There 
is even more reason to think that public use by young people is particularly 
offensive. Hence, it appears not inappropriate that such behaviour should be 
forbidden by law. There are, of course, areas where it has been accepted that 
behaviour must not be forbidden even though it is widely offensive—even to 
the vast majority. Such is the case with the expression of political, religious, or 
philosophical opinion and to a large extent the case with artistic expression. 
But these exceptions are made largely because to deny a right to such 
utterances is held to deny a right to use fundamental human vitality and 
potential that can find no other outlet and that a man denied this freedom is 
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less than a whole man. We do not hold that a denial of a right to public 
nudity or to public sexual activity is thus fundamentally limiting. I would find 
it ludicrous to argue that the denial of right to public cannabis use is a denial 
of any basic human freedom or the suppression of any valuable potential. 


But what of private use? Is the use of cannabis to be condoned along with 
private homosexuality among consenting adults? Here a prohibition must rest 
upon a perception of serious risk of harm to the individual and an ac- 
knowledgement of a right to prohibit the citizen from exposing himself to 
such risks, or a perception of a serious risk to others or to the continued 
vitality of the society. I see the use of cannabis as presenting clear and potent 
dangers both to the individual and to our society. There is evidence enough to 
suggest a growing liking by young people for the intoxicated state whether 
the intoxicant be alcohol or cannabis. To whatever extent youthful experience 
of intoxication predisposes to chronic adult intoxication or acts to limit the 
full and healthy development of human potential it lessens the capacity of the 
individual for a full, rich and creative life and lessens his potential contri- 
bution to his society. The use of cannabis by young people is already 
widespread enough to give rise to real concern. It has already done real harm 
to many young lives. Consequently, I feel that the deterrence to use provided 
by a legal prohibition on possession ought to be maintained. 


The potential for harm from adult use of cannabis is probably very much 
less than from use by the young. But, I find sufficient reasons to recommend 
the continuation of the general prohibition. Not the least of these reasons is 
the practical impossibility, at this time, of using the law to convey a percep- 
tion of the dangers of cannabis without maintaining the prohibition for all, 
whether young or old. 


The position of John Stuart Mill has frequently been put to us as a 
philosophical basis for removing the prohibition on the possession of can- 
nabis. It has been urged that the law should not be used to prevent the 
individual from exposing himself to dangers that threaten him alone, and, 
that if as a result of intoxication he comes to injure another he ought to be 
punished for that injury. However, even if I were to fully accept the Mill 
position, I would, at this time, recommend that the prohibition be continued. 
The use of cannabis by young people has caused and continues to cause very 
real injury to the lives of tens of thousands of parents and others in the 
families and circles of friends of users. There can be no doubt of the 
magnitude of the injury to these people as individuals and to whole families. 
Many young cannabis users have shown an almost callous lack of concern for 
such consequences of their behaviour—a callousness that does not accord well 
with their preachments about love and concern and respect for others. 
Moreover, Mill recognized that limitations might properly be applied to the 
freedom of the young, that should not, in his view, be applied to adults. 
Further, the absence of a practical means of determining the presence of 
cannabis in the body makes it difficult or impossible to determine the fact of 
intoxication in cases where intoxication would contribute to the infliction of 
an injury to another. 


In appearing before us, young people have frequently insisted that their 
right to make decisions that affect only themselves is in all respects equal to 


318 


Cannabis 


that of adults. I have already rejected the opinion that cannabis use by young 
people affects only them. However, the assertion that their rights are identical 
to those of adults must be answered. There are rights, such as a basic right to 
life, that seem to me to be properly attached to an individual at the moment 
of conception. But most rights become properly attached to an individual 
only as he matures in his capacity to exercise them with a tolerable level of 
wisdom, as he develops an ability to perceive a corresponding repertoire of 
responsibilities to himself and to others, and as he gains an ability to 
recognize and wisely weigh the consequences of his behaviour. We have 
properly been concerned about the damage done by placing too many duties 
and responsibilities on the individual too early. But it seems to me that 
recently we have been far too little concerned with the consequences of 
placing too many rights and freedoms on the shoulders of the young. 


It was frequently put to us that the maintenance of the prohibition on the 
possession of cannabis would contribute to a further alienation of young 
people in Canada and would foster an increased disrespect for the law in 
general. There is no doubt that the law with respect to cannabis and the 
manner of its enforcement has contributed to the alienation of a certain 
number of young people. It has been perceived, by them, as stupid and 
hypocritical legislation applied in a discriminatory manner. The very heavy 
and clearly inappropriate penalties imposed on some users and the obviously 
selective nature of enforcement have probably contributed as much or more 
to this reaction than the fact of prohibition per se. I can see relatively little 
danger of producing profound alienation if we apply a reasonable law, with 
reasonable sanctions that both reflects the drug’s actual potential for harm 
and the dominant attitudes and concerns in the society. 


Many young people have argued before us that as their parents have 
chosen alcohol as an intoxicant they have chosen cannabis—that we are an 
alcoho] and they the marijuana generation. To some considerable extent this 
is true. They have further asserted that it is crass hypocrisy for us to maintain 
the prohibition on cannabis while enjoying liquor. Although an over-simpli- 
fication, this argument has a moral and logical appeal. But, there are few who 
would argue that widespread alcohol use should not be strongly discouraged 
and indeed prohibited among young people. The fact that large numbers of 
adults continue to behave with stupidity in their use of alcohol, and, for that 
matter, tobacco, is not a sound argument for the removal of the prohibition 
against cannabis even if some measure of hypocrisy is involved. While those 
of us who use alcohol but favour a prohibition of cannabis may display 
hypocrisy, I would hold that we are primarily showing a concern for the 
young and a fear of the consequences of their further use of cannabis. When 
we urge the young to “do as we say not as we do’, we may be admitting to our 
own lack of wisdom in the use of intoxicants. 


It cannot be denied that the maintenance of the prohibition will have 
unfortunate direct and indirect social costs. On balance, however, I believe 
that the costs of a repeal of the prohibition somewhat outweigh the high, and 
at the personal level, often tragic, costs of its continuation. I feel I must draw 
attention to one of the indirect costs that would follow from an implementa- 
tion of my colleagues’ recommendation. The honest reactions of most parents 
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to the prospect of marijuana or hashish use by their children vary from worry 
and disappointment to anguish and terror. Any action that might increase the 
probability of cannabis use by their children will place a heavy burden of 
anxiety on them. I suspect that that burden would be greater than that which 
has been carried by the thousands of parents who, for some years now, have 
been forced to live almost daily with the possibility of their children’s arrest 
on a charge of cannabis possession. 


I am also concerned by the fact that the majority recommendation would 
place less legal restriction on the use of cannabis by young people than at 
present exists on the use of alcohol by children. The illicit use of alcohol by 
minors is already at alarming levels. But cannabis, as an intoxicant, has some 
dangers that are greater than those posed by alcohol. It is obvious that it is far 
easier to smoke a ‘joint’ than to drink a bottle of beer on the way to school or 
at recess. A dozen marijuana cigarettes are no more obvious in the pocket 
than twelve home-made cigarettes—neither make the bulge of a ‘mickey’ of 
rye. A cube of hashish is far easier for a child to hide in his room than a case 
of beer or a bottle of liquor. Neither marijuana nor hashish leave a tell-tale 
odour on the breath. The intoxicated cannabis user is far less obvious than the 
drunk. It is also clear that cannabis use can be far less visible than drinking in 
the executive office, on the construction site, or in the car or cockpit. 


I am also concerned by a number of consequences of fostering a legal 
demand and use of cannabis that can only be met by an illegal supply system. 
It seems to me to be as morally repugnant to punish the cannabis trafficker 
but not his customer as to stigmatize and punish the prostitute and not her 
customer. Moreover, enhancing the demand for a commodity that can only be 
supplied illegally will certainly increase the probability that organized crime 
will seek to control the cannabis market. This will inevitably increase the 
revenues of organized crime and at the same time increase the already real 
risks of police and political corruption in connection with cannabis distri- 
bution. Although it may weaken the totality of my position I must point out 
that the revenue of organized crime during the prohibition of alcohol pro- 
vided the capital that made possible the type of organized crime that exists 
today. 


In consequence of these and other considerations, I must dissent from the 
recommendation of the majority of my colleagues and recommend that the 
prohibition on the possession of cannabis be maintained, for the time being at 
least. Possession of cannabis should be punishable, upon summary conviction, 
by a fine of $25.00 for the first offence and by a fine of $100.00 for any 
subsequent offence. I fully realize that these penalties will not be a potent 
deterrent to those who will not be deterred by the purely moral force of the 
law. But far heavier potential penalties have clearly failed to deter. I believe 
that the reduction of penalties to this level will on the one hand maintain 
most of the existing deterrent capacity of the law and on the other help to 
reduce the stigmatization of those convicted to appropriate levels—levels 
similar to those for under-age drinking or buying alcohol from a bootlegger. 


With respect to the cultivation of cannabis other than for purposes of 
trafficking, I recommend that it continue to be an offence with penalties 
identical to those which I recommend for simple possession. 
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No doubt there is substance to the contention of the R.C.M. Police and 
others that the possessional offence is a potent weapon with which to combat 
trafficking. It is entirely reasonable to assume that a high proportion of those 
currently arrested for possession as a result of systematic police investigation 
are in fact guilty of trafficking. I realize that the penalties I propose for those 
found guilty of possession will be of negligible value in combatting the 
distribution of marijuana or hashish. Unfortunately, the possessional offence 
could have utility in coping with this problem only if very severe sanctions, 
including long imprisonment, could be imposed. Such penalties are clearly 
inappropriate to the offence of simple possession of cannabis. It is impossible 
to believe that they could be sufficiently useful in combatting trafficking to 
offset the obvious dangers in maintaining them in the law. 
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NOTES 


Our surveys show that of all the people who had ever used cannabis by 
1970, approximately 23 per cent had used LSD. For the high school 
population, the figure was approximately 35 per cent. Over 95 per cent 
of those who had used LSD had also used cannabis. 


Criminal Records Act, Revised Statutes of Canada, 1970, Chap. 12 (Ist 
Supp.). Under this Act a person may apply to the federal government 
for a pardon when two years have elapsed following satisfaction of the 
sentence in summary conviction cases and five years in other cases. The 
pardon is granted upon recommendation of the National Parole Board. 
The effect of such pardon is to vacate the conviction, remove any 
disqualifications resulting from it under federal legislation or regula- 
tions, and prevent any question from being asked concerning the 
conviction in connection with service in the armed forces or employ- 
ment in government or any enterprise under federal jurisdiction. There- 
after the record of the conviction may be disclosed only for certain 
limited purposes with the authorization of the Solicitor General. 


In Belgium, the Netherlands, Denmark, Norway and Sweden, the max- 
imum penalty for trafficking in cannabis ranges from two to Six years’ 
imprisonment; in Great Britain, it is twelve months on summary con- 
viction and fourteen years upon indictment; in France, it is ten years, 
although certain acts which would be included in the definition of 
trafficking are punishable by as much as twenty years; in the United 
States, under the federal law (the Comprehensive Drug Abuse Prevention 
and Control Act of 1970), the maximum penalty for a first offence of 
trafficking in cannabis is five years plus a special parole term of at least 
two years, and for a subsequent offence, ten years plus a special parole 
term of at least four years. In the case of distribution by a person of at 
least 18 years of age to a person under 21 years of age, the maximum 
penalty is double what it is in an ordinary first offence and triple what it 
is in an ordinary subsequent offence. Thus, in certain cases, the max- 
imum penalty for trafficking in cannabis under federal law can be as 
high as thirty years. The maximum penalties under state law are, in 
many cases, much higher than they are under federal law. 


Major reports include the British Indian Hemp Drugs Commission 
Report (1893-4); Mayor La Guardia’s report on The Marihuana Prob- 
lem in the City of New York (1944); the Proceedings of the White House 
Conference on Narcotic and Drug Abuse (1962); the United States 
President’s Commission on Law Enforcement and Administration of 
Justice Task Force Report: Narcotics and Drug Abuse (1967); the United 
States Department of Health, Education and Welfare report Marihuana 
and Health (1971). Other government reports of significance appear in 
the bibliography to Chapter 2. 
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Appendices 


APPENDIX A 


Convictions and Sentences Involving 
Cannabis in 1970 and 1971 


The tables appearing in this appendix provide data on convictions and 
sentences under the Narcotic Control Act with respect to cannabis, for the 
years 1970 and 1971. The tables were presented to the Commission by the 
Bureau of Dangerous Drugs [formerly the Narcotic Control Division] of the 
Department of National Health and Welfare. 
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Chapter 2. Cannabis and Its Effects 


REFERENCES AND SELECTED BIBLIOGRAPHY 


As noted in Chapter 1, the Commission has had access to several thousand papers 
and books dealing with cannabis. No attempt has been made to reference all available 
documents, either in the text or in the list presented here. This bibliography contains 
all documents directly referenced, as well as a selected list of other materials which 
have been most useful in preparing Chapter 2 and its annexes. 


if 


Abdel-Nabi, A. A., & El-Nagdi, A. Drug addiction in Egypt and _ its 
sociological aspects. Medico-Legal Journal, 1960, 28: 200-202. 


2. Abel, E.L. Marijuana and memory. Nature, 1970, 227(5263): 1151-1152. 


10. 


ule 


122 


13. 


14. 


1D: 


16. 


Lie 


Abel, E. L. Effects of marihuana on solution of anagrams, memory and 
appetite. Nature, 1971, 231(5300): 260-261. 


Abel, E. L. Marihuana and memory: Acquisition or retrieval? Science, 1971, 
173: 1038-1040. 


. Abrams, A. L., Dessauer, B. L., & Shenker, I. R. Marijuana and the 


pediatrician: An attitude survey. Pediatrics, 1970, 46(3): 462-464. 


Adams, R., Loewe, S., Jelinek, C., & Wolff, H. Tetrahydrocannabinol 
homologs with marihuana activity. Journal of the American Chemical Society, 
1941, 63: 1971-1973. 

Addiction Research Foundation. Brief submitted to the Commission, 
Toronto, Ont., December, 1969. 

Agurell, S., & Leander, K. Stability, transfer and absorption of cannabinoid 
constituents of cannabis (hashish) during smoking. Acta Pharmaceutica 
Suecica, 1971, 8: 391-402. 

Aldrich, M. R. Cannabis myths and folklore. Unpublished doctoral 
dissertation, University of New York, Buffalo, June, 1970. 

Aldrich, M. R. A brief legal history of marijuana. Paper presented at the 
Western Institute of Drug Problems, Marijuana Conference, Portland, Oreg., 
August, 1971. 

Aldrich, M. R. Chemical warfare against marijuana. Unpublished 
manuscript, Marijuana Research Association, Mill Valley, Calif., 1971. 

Aldrich, M. R. (Marijuana Research Assocation, Mill Valley, Calif.) Personal 
communication to the Commission, 1971. 

Allen, J. R., & West, L. J. Flight from violence: Hippies and the green 
rebellion. American Journal of Psychiatry, 1968, 125(3): 364-370. 

Allentuck, S., & Bowman, K. M. The psychiatric aspects of marihuana 
intoxication. American Journal of Psychiatry, 1942, 99(2): 248-251. 

American Medical Association, Council on Mental Health and Committee on 
Alcoholism and Drug Dependence. Dependence on cannabis (marihuana). 
Journal of the American Medical Association, 1967, 201(6): 368-371. 

Ames, F. A clinical and metabolic study of acute intoxication with Cannabis 
sativa and its role in the model psychoses. Journal of Mental Science, 1958, 
104: 972-999. 

Andersen, J. M., Nielsen, E., Schow, J., Steentoft, A.. & Worm, K. A specific 


oo0 


Cannabis 


wAN, 


226 


Se 


24. 


Bp. 


26. 


ih. 


28: 


29) 


30. 
a1 


BZ) 


33. 


34. 


353 


method for the demonstration of cannabis intake by TLC of urine. (Letter to 
the editor) Acta Pharmacologica et Toxicologica, 1971, 29(1): 111-112. 


Anderson, J. E., & Ridley, T. Cannabis related problems: Preliminary 
working paper. Unpublished Commission research paper, April, 1971. 


Andrews, G., & Vinkenoog, S. (Eds.) The book of grass: An anthology of 
Indian hemp. New York: Grove Press, 1967. 


Anker, J. L., Milman, D. H., Kahan, S. A., & Valenti, C. Drug usage and 
related patterns of behavior in university students: 1. General survey and 
marihuana use. Journal of the American College Health Association, 1971, 
19(3): 178-186. 

Annis, H. M., Klug, R., & Blackwell, D. Drug use among high school students 
in Timmins. Unpublished manuscript. Project J-183, Sub-study 1-38 & 39 & 
B1-71. Addiction Research Foundation, Toronto, 1971. 


Anslinger, H. J., & Cooper, C. R. Marijuana: Assassin of youth. American 
Magazine, 1937, 124: 18-19; 150-153. 

Asuni, T. Socio-psychiatric problems of cannabis in Nigeria. Bulletin on 
Narcotics, 1964, 16(2): 17-28. 

Australia, Senate Select Committee. Drug trafficking and drug abuse. Canberra: 
Australian Government Publishing Service, 1971. 


Ausubel, D. P. Drug addiction: Physiological, psychological, and sociological 
aspects. New York: Random House, 1958. 


Baker, A. A. (Hospital Advisory Service, Sutton, Surrey, England) Personal 
communication to the Commission, August, 1971. 


Baker, A. A., & Lucas, E. G. Some hospital admissions associated with 
cannabis. Lancet, 1969, 1(7586): 148. 


Ball, J. C., Chambers, C. D., & Ball, M. J. The association of marihuana 
smoking with opiate addiction in the United States. Journal of Criminal Law, 
Criminology and Police Science, 1968, 59(2): 171-182. 


Barash, L. A review of hemp cultivation in Canada. Unpublished 
Commission research project, 1971. 


Barber, T. X. LSD, marihuana, yoga and hypnosis. Chicago: Aldine, 1970. 


Barratt, E. S. Marijuana research: Overview of the University of Texas 
Medical Branch project. Unpublished manuscript, University of Texas, 
Galveston, 1971. 


Barratt, E. S. (Department of Neurology and Psychiatry, University of Texas 
Medical Branch, Galveston, Tex.) Personal communication to the 
Commission, December, 1971. 


Barratt, E. S., & Adams, P. The effects of chronic marijuana administration 
on brain functioning in cats. Unpublished manuscript, University of Texas, 
Galveston, 1971. 

Bartolucci, G., Fryer, L., Perris, C., & Shagass, C. Marijuana psychosis: A 
case report. Canadian Psychiatric Association Journal, 1969, 14(1): 77-79. 
Bartova, A. & Birmingham, M. K. Effect of tetrahydrocannabinol 
deoxycorticosterone (DOC) on brain and adrenal NADH-oxidase activity. 
Paper to be presented at the Federation of American Societies for 
Experimental Biology, Atlantic City, April 15-17, 1972. 


340 


36. 


BH: 


38. 


S0) 


40. 


41. 


42. 


43. 


44. 


45. 


46. 


47. 


48. 


49. 


50. 


Sl. 


app 


Soe 


54. 


References — 2. Cannabis and Its Effects 


Basham, A. L. Soma. In G. Andrews, & S. Vinkenoog (Eds.), The book of 
grass: An anthology of Indian hemp. New York: Grove Press, 1967. Pp. 1-3. 


Beaubrun, M. The pros and cons of cannabis use in Jamaica. Unpublished 
manuscript, working paper for Panel on Youth and Drugs, Costa Rica, January 
oh EAL 


Beaubrun, M. (Department of Psychiatry, University of the West Indies, 
Kingston, Jamaica) Personal communications to the Commission, April and 
May, 1971. 


Becker, H. S. Becoming a marihuana user. American Journal of Sociology, 
1953059 9235-242. 


Becker, H.S. Marihuana use and social control. Social Problems, 1955, 3: 35- 
44. 


Becker, H.S. Outsiders: Studies in the sociology of deviance. Glencoe, N.Y.: 
The Free Press, 1963. 


Becker, H. S. History, culture and subjective experience: An exploration of 
the social bases of drug-induced experiences. Journal of Health and Social 
Behavior, 1967, 8(3): 163-176. 

Beckstead, H. (Pharmaceutical Laboratory, Department of National Health 
and Welfare, Ottawa, Ont.) Personal communication to the Commission, 
March 197.1. 

Beech, C. E., & Gregersen, A.I. Three year follow-up study: Drug addiction 
clinic, Mimico. Canadian Journal of Corrections, 1964, 6(2): 211-224. (See also 
Roland and Teste, 1958) 

Benabud, A. Psycho-pathological aspects of the cannabis situation in 
Morocco: Statistical data for 1956. Bulletin on Narcotics, 1957, 9: 1-16. 
Benson, V. M. Marihuana “study”’ critique. (Letter to the editor) Journal of 
the American Medical Association, 1971, 217(10): 1391. 

Bensusan, A. D. Marihuana withdrawal symptoms. (Letter to the editor) 
British Medical Journal, 1971, 3(5766): 112. 

Ben-Zvi, Z., Mechoulam, R., Edery, H., & Porath, G. 6Beta-hydroxy- A'- 
tetrahydrocannabinol: Synthesis and biological activity. Science, 1971, 174: 
951-952. 

Bercht, C. A. L., Kiippers, F. J. E. M., Lousberg, R. JeIAG= SaSaleminksG. 
A. Volatile constituents of Cannabis sativa, L. U.N. Secretariat, 1971, ST/ 
SOA/SER. S/29. 

Bernhardson, G. Cannabis-psykoser. Lakartidningen (Stockholm), 1969, 
66(12): 1230-1234. 

Bey, D. R., & Zecchinelli, V. A. Marijuana as a coping device in Vietnam. 
Military Medicine, 1971, 136(5): 448-450. 

Bialos, D. S. Adverse marijuana reactions: A critical examination of the 
literature with selected case material. American Journal of Psychiatry, 1970, 
127(6): 119-123. 

Biernacki, P., & Davis, F. “Turning off’: A study of ex-marijuana users. 
Paper presented at the Conference on Drug Use and Drug Sub-cultures, 
Asilomar, Calif., February, 1970. 

Bilodeau, L., & Jacob, A. La prévalence de l’usage des drogues de 1969 a 


341 


Cannabis 


32) 


56. 


ST: 
Syst 


59: 


60. 


61. 


62. 


63. 


64. 


65. 


66. 


G7. 


68. 


69. 


70. 
EL. 
pe 
aS. 


74. 


1971, chez les étudiants du secondaire et du collégial de I’Ile de Montréal: 
Quelques résultats généraux. Quebec: Office de la Prévention et du 
Traitement de l’Alcoolisme et des Autres Toxicomanies, March 5, 1971. 
Binder, A. An experimental approach to driver evaluation using alcohol 
drinkers and marihuana smokers. Accident Analysis and Prevention, 1971, 3: 
237-256. 

Bloomquist, E. R. Marijuana: Social benefit or social detriment? California 
Medicine, 1967, 106: 346-353. 

Bloomquist, E.R. Marijuana. Beverly Hills, Calif.: Glencoe Press, 1968. 
Blum, R.H. Mind altering drugs and dangerous behavior: Dangerous drugs. 
In United States President’s Commission on Law Enforcement and 
Administration of Justice. Task Force Report: Narcotics and Drug Abuse. 
Washington: U.S. Government Printing Office, 1967. Pp. 21-39. 


Blum, R. H., & Associates. Society and drugs. San Francisco: Jossey-Bass, 
1969. 


Blum, R. H., & Associates. Students and drugs. San Francisco: Jossey-Bass, 
1969. 


Blumer, H. The world of youthful drug use. ADD Center project: Final report. 
Berkeley, Calif.: School of Criminology, University of California, 1967. 


Borgen, L. A., & Davis, W.M. Effects of chronic A *-tetrahydrocannabinol on 
pregnancy in the rat. Pharmacologist, 1970, 12(2): 209) 


Borgen, L. “A; Davis, W. M., & Pace, H. D. Effects of Nae 
tetrahydrocannabinol on pregnancy and offspring in the rat. Toxicology and 
Applied Pharmacology, 1971, 20: 480-486. 


Borkenstein, R. F., Crowther, R. F., Shumate, R. P., Ziel, W. B., & Zylman, 
R. The role of the drinking driver in traffic accidents. Bloomington, Ind.: 
Department of Police Administration, Indiana University, 1964. 


Borkenstein, R. F., & Smith, W. H. The breathalyzer and its applications. 
Medicine, Science and the Law, 1962, 2: 13-22. 


Boroffka, A. Mental illness and Indian hemp in Lagos. East African Medical 
Journal, 1966, 43(9): 377-384. 


Bosé, B. C., Saif, A. Q., & Bhagwat, A. W. Observations on the 
pharmacological actions of cannabis indica, Part II. Archives internationales de 
Pharmacodynamie et de Thérapie, 1964, 147(1-2): 285-290. 


Boughey, H. Pot scenes East and West. In J. L. Simmons (Ed.), Marihuana: 
Myths and realities. North Hollywood: Brandon House, 1967. Pp. 24-44. 


Bouquet, J. Marihuana intoxication. Journal of the American Medical 
Association, 1944, 124: 1010-1011. 


Bouquet, J. Cannabis. Bulletin on Narcotics, 1950, 2(4): 14-30. 
Bouquet, J. Cannabis. Bulletin on Narcotics, 1951, 3(1): 22-45. 
Bourassa, M. La marijuana et la recherche. Toxicomanies, 1971, 4(1): 19-50. 


Bourhill, C. J. G. The smoking of dagga (Indian hemp) among the native 
races of South Africa and the resultant evils. Unpublished doctoral dissertation, 
Department of Medicine, University of Edinburgh, 19133 


Bowman, M. (Department of Psychology, McGill University, Montreal, 


342 


do: 
76. 


4p 


78. 


79: 


80. 


81. 


oon 


83. 


84. 


85. 


86. 


87. 


88. 


89. 


90. 


91. 


o2F 
93. 


94. 


References — 2. Cannabis and Its Effects 


P.Q.) Personal communications to the Commission, November, 1971 and 
February, 1972. 

Boyce, S.S. Hemp (Cannabis sativa). New York: Orange Judd, 1900. 

Boyd, E. S., Boyd, E. H., Muchmore, J. S., & Brown, L. E. Effects of two 
tetrahydrocannabinols and of pentobarbital on cortico-cortical evoked 
responses in the squirrel monkey. Journal of Pharmacology and Experimental 
Therapeutics, 1971, 176(2): 480-488. 

Brau, J.L. Histoire de la drogue. Paris: Claude Tchou, 1968. 

Braude, M. C. Toxicology and teratology of marihuana and constituents. 
Paper presented at the meeting of the American Pharmaceutical Association, 
San Francisco, March, 1971. 

Braude, M. C. (National Institute of Mental Health, Betheseda, 
Md.) Personal communication to the Commission, November, 1971. 

Braude, M. C., Monsaert, R., & Truitt, E. B., Jr. Some pharmacological 
correlates to marihuana use. Seminars in Drug Therapy, 1971, 1(3). 

Brill, H. Testimony. In Massachusetts vs. Leis & Weiss. Superior Court, 
Suffolk, Mass., September, 1967, 6: 121-200. 

Brill, H. The case against marijuana. Journal of School Health, 1968, 38: 
522-523. 

Brill, N. Q., Crumpton, E., Frank, I. M., Hochman, J. S., Lomax, P., 
McGlothlin, W. H., & West, L. J. The marijuana problem. Annals of Internal 
Medicine, 1970, 73(3): 449-465. 

Brill, N. Q., Crumpton, E., & Grayson, H. M. Personality factors in 
marihuana use. Archives of General Psychiatry, 1971, 24: 163-165. 

Bromberg, W. Marihuana intoxication: A clinical study of Cannabis Sativa 
intoxication. American Journal of Psychiatry, 1934, 91: 303-330. 

Bromberg, W. Marihuana, a psychiatric study. Journal of the American 
Medical Association, 1939, 113: 4-12. 

Bromberg, W., & Rodgers, T. C. Marihuana and aggressive crime. American 
Journal of Psychiatry, 1946, 102: 825-827. 

Brotman, R., Silverman, I., & Suffet, F. Some social correlates of student drug 
use. Crime and Delinquency, January, 1970. Pp. 67-74. 

Brotman, R., & Suffet, F. Marijuana users’ views of marijuana use. In J. Zuhn 
& A. Freeman (Eds.), Psychopathology of adolescence. (American Psychological 
Association, V. 26) New York: Grune & Stratton, 1970. 

Bull, J. Cerebral atrophy in young cannabis smokers. (Letter to the editor) 
Lancet, 1971, 2(7739): 1420. 

Bullock, F. J., Bruni, R. J., & Werner, E. A _ fluorescence assay of 
submicrogram amounts of cannabis constituents in biological fluids. American 
Chemical Society, September, 1970, no. 77. (Abstract) 

Burroughs, W.S. Junkie. New York: Ace Books, 1953. P. 30. 

Burroughs, W. S. Points of distinction between sedative and consciousness- 
expanding drugs. In D. Solomon (Ed.), LSD: The consciousness-expanding 
drug. New York: Putnam, 1966. 

Burstein, S. (Worcester Foundation for Experimental Biology, Shewsbury, 
Mass.) Personal communications to the Commission, 1971. 


343 


Cannabis 


DD. 


96. 


Die 


98. 


92: 


100. 


101. 


102. 


103. 


104. 


105. 


106. 


107. 


108. 


109. 


110. 


Le 


PS, 


P13: 


Byron, M.H. eral. Fibre. In Encyclopaedia Britannica. 1969, Vol. 9. Pp. 226- 
234. 

Caldwell, D. F. (Division of Psychobiology, Lafayette Clinic, Detroit, 
Mich.) Personal communication to the Commission, December, 1970. 
Caldwell, D. F., Myers, S. A., & Domino, E. F. Effects of marihuana smoking 
on sensory thresholds in man. In D. H. Efron (Ed.), Psychotomimetic drugs. 
New York: Raven Press, 1970. 

Caldwell, D. F., Myers, S. A., Domino, E. F., & Merriam, P.E. Auditory and 
visual threshold effects of marihuana in man. Perceptual and Motor Skills, 
1969, 0941552152: 

California, Department of Justice, Bureau of Criminal Statistics. Drug arrests 
and dispositions in California, 1968. California: Department of Justice, Bureau 
of Criminal Statistics, 1968. 

Campbell, A. M. G., Evans, M., Thomson, J. L. G., & Williams, M. 
J. Cerebral atrophy in young cannabis smokers. Lancet, 1971, 2: 1219-1241. 
Campbell, A. M. G., & Thomson, J. L. G. Cannabis effects. (Letter to the 
editor) New Scientist, January 6, 1972. 

Campbell, D. R. The electroencephalogram in cannabis associated psychosis. 
Canadian Psychiatric Journal, 1971, 16(2): 161-165. 

Campbell, I. L. L’usage des drogues 4 I’Universite Bishop. Toxicomanies, 
1970, 3(1): 33-47, 

Campbell, I. L. Non-medical psychoactive drug use at Bishop’s University 
1965 to 1970. Unpublished manuscript, Sir George Williams University, 
Montreal, September, 1970. 

Campbell, I. L. (Sir George Williams University, Montreal, P.Q.) Personal 
communication to the Commission, August, 1971. 

Canada, Commission of Inquiry into the Non-Medical Use of Drugs. Interim 
Report of the Commission of Inquiry into the Non-Medical Use of Drugs. 
Ottawa: Queen’s Printer, 1970. 

Canada, Department of National Health and Welfare, Food and Drug 
Directorate, (now Health Protection Branch) Biostatistics Division. Poison 
Control program statistics. Ottawa, 1965, 1966, 1967, 1968, 1969, 1970. 
Cappell, H., Miles, C. G., & Pliner, P. Observer judgments of intoxicated 
behavior during social interaction: A comparison of alcohol and marihuana. 
Unpublished manuscript, Addiction Research Foundation, Toronto, 1971. 
Carabillo, E. A. (United States Bureau of Narcotics, Washington, 
D.C.) Personal communication to the Commission, December, 1971. 
Carakushansky, G., Neu, R. L., & Gardner, L. I. Lysergide and cannabis as 
possible teratogens in man. (Letter to the editor) Lancet, 1969, 1: 150-151. 
Carlin, A. S., Bakker, C. B., Halpern, L., & Post, R. D. Social facilitation of 
marihuana intoxication. Unpublished manuscript, University of Washington, 
Seattle, 1971. (Supplemented by personal communication to the Commission) 
Carlini, E. A., & Masur, J. Development of aggressive behavior in rats by 
chronic administration of Cannabis sativa. Life Science, 1969, 8: 607-620. 
Carr, C. J., Fisher, K. D., & Terzian, L. A. A review of the biomedical effects 
of marihuana on man in the military environment. Bethesda, Md.: Federation 


344 


114. 


15, 


116. 


hh 


118. 


119: 


103 


eA 


‘eae 


123: 


124. 


125: 


126. 


adhe 


128: 


129: 


130. 


be 


132; 


133. 


References — 2. Cannabis and Its Effects 


of American Societies for Experimental Biology, 1970. (Prepared for the Life 
Sciences Division, Army Research Office) 

Carstairs, G. M. Daru and bhang: Cultural factors in the choice of 
intoxicants. Quarterly Journal of Studies on Alcohol, 1954, 15: 220-237. 
Casper, E., Janecek, J., & Martinelli, H. Marijuana in Vietnam. United States 
Army Vietnam Medical Bulletin, 1968, 40(11): 60-72. 

Casto, D. Marijuana and the assassins, an etymological investigation. British 
Journal of the Addictions, 1970, 65: 219-225. 

Cattell, R. B. The three basic factor-analytic research designs—their 
interrelations and derivatives. Psychological Bulletin, 1952, 49: 499-520. 
Chapple, P. A. L. Cannabis—a toxic and dangerous substance—a study of 
eighty takers. British Journal of the Addictions, 1966, 61: 269-282. 

Charen, S., & Perelman, L. Personality studies of marihuana addicts. 
American Journal of Psychiatry, 1946, 102: 674-682. 

Chein, I., Gerard, D. L., Lee, R., & Rosenfeld, E. The road to H. New York: 
Basic Books, 1964. 

Chevers, N. A manual of medical jurisprudence for India. Calcutta: Thacker, 
Spink & Co., 1870. 

Chopra, G. S. Man and marijuana. International Journal of the Addictions, 
1969, 4(2): 215-247. 

Chopra, G. S. Marijuana and adverse psychotic reactions. Bulletin on 
Narcotics, 1971, 23(3): 15-22. 

Chopra, I. C., & Chopra, R. N. The use of cannabis drugs in India. Bulletin 
on Narcotics, 1957, 9: 4-29. 

Chopra, R.N. Use of hemp drugs in India. Indian Medical Gazette, 1940, 75: 
356-367. 

Chopra, R. N., & Chopra, G.S. The present position of hemp-drug addiction 
in India. Indian Medical Research Memoirs, July, 1939, Memoir 31. 

Chopra, R. N., Chopra, G. S., & Chopra, I. C. Cannabis Sativa in relation to 
mental diseases and crime in India. Indian Journal of Medical Research, 1942, 
30: 155-171. 

Christensen, H. D., Freudenthal, R. I., Gidley, J. T., Rosenfeld, R., Boegli, G.., 
Testino, L., Brine, D. R., Pitt, C. G., & Wall, M. E. Activity of As andA7= 
tetrahydrocannabinol and related compounds in the mouse. Science, LOW lati: 
165-167. 

Christiansen, J., & Rafaelsen, O. J. Cannabis metabolites in urine after oral 
administration. Psychopharmacologia, 1969, 15: 60-63. 

Christison, A. On the natural history, action and uses of Indian hemp. 
Monthly Journal of Medical Science, 1851, 13: 26-45, 117-121. 

Christozov, C. L’aspect marocain de l’intoxication cannabique d’aprés des 
études sur des malades mentaux chroniques (11° partie). Maroc Médical, 1965, 
44: 866-889. 

Chun, G. Marijuana: A realistic approach. California Medicine, 1971, 114(4): 
7-13. 

Clark, L. D., Hughes, R., & Nakashima, E. N. Behavioral effects of 
marihuana. Archives of General Psychiatry, 1970, 23: 193-198. 


345 


Cannabis 


134. 


[So: 


136. 
hess 


138. 


139. 


140. 


141. 


142. 


143. 


144. 


145. 


146. 


147. 


148. 


149. 


150: 


sear bs 


Clark, L. D., & Nakashima, E. N. Experimental studies of marihuana. 
American Journal of Psychiatry, 1968, 125: 379-384. 


Clyde, D. J. Manual for the Clyde mood scale. Coral Gables, Fla.: University 
of Miami Press, 1963. 


Cohen, S. Drug dilemma. New York: McGraw-Hill, 1969. 


Cohn, R. A., Barnes, P. R., Barratt, E. S., & Pirch, J. H. Sex differences in 
response to marijuana extract in the rat. Unpublished manuscript, Department 
of Pharmacology and Toxicology, University of Texas, Galveston, 1971. 


Colbach, E. Marijuana use by GIs in Viet Nam. American Journal of 
Psychiatry, 1971, 128(2) 96-99. 

Colbach, E. M., & Crowe, R. R. Marihuana associated psychosis in Vietnam. 
Military Medicine, 1970, 135(7): 571-573. 

Constantinidis, J.. & Miras, C. J. Effect of hashish smoke sublimate on 
hypothalamic noradrenaline studied by the flourescence method. 
Psychopharmacologia, 1971, 22: 80-99. 


Cooper, C. P., & Yawney, C. Cannabis use and the Rastafarian in 
Jamaican society: An interim report. Unpublished manuscript, Project G-153, 
Sub-study 5-Y-71. Addiction Research Foundation, Toronto, 1971. 


Cordeiro de Farias, R. Use of maconha (Cannabis sativa L.) in Brazil: 
Control by health and police authorities. Bulletin on Narcotics, 1955, 7(2): 
Sie 

Coutselinis, A., & Miras, C. J. The effects of the smoking process on 
cannabinols. U. N. Secretariat, 1970, ST/SOA/SER.S/23. 


Crancer, A. J., Jr. (Alcohol Counter Measures, U.S. Depariment of Transport, 
Washington, D. C.) Personal communications to the Commission, 1970 and 
1971. 


Crancer, A. J., Jr., Dille, J. M., Delay, J. C., Wallace, J. E., & Haykin, M. 
D. The effects of marihuana and alcohol on simulated driving performance. 
Science, 1969, 164: 851-854. 


Crancer, A. J., Jr., & Quiring, D. L. Driving records of persons arrested for 
illegal drug use (Report 011). State of Washington, Department of Motor 
Vehicles, May, 1968. 


Currie, L. The perception of danger in a simulated driving task. Ergonomics, 
1969, 12(6): 841-849. 

Dally, P. Undesirable effects of marijuana. (Letter to the editor) British 
Medical Journal, 1967, 3(5561): 367. 


Daramola, T., & Grange, J. J. The cannabis problem among prisoners in 
Lagos. Bulletin on Narcotics, 1971, 23(2): 5-10. 


Davidson, R. H., & Barclay, J. F. A rational analysis of the legal status of 
marihuana with jurisprudential considerations. Brief submitted to the 
Commission, Student Law Association, University of Alberta, Edmonton, 
February, 1970. 


Defer, B., & Diehl, M. L. Les psychoses cannabiques aigués: A propos de 560 
observations. Annales Médico-Psychologiques. 1968, 2(2): 260-266. (Acute 
cannabic psychoses: Concerning 560 observations.) (Translated from French 
by Addiction Research Foundation, Toronto) 


346 


LZ. 
153: 


154. 


152: 


bp; 


LD 


158. 


Hayes 


160. 


lol: 


162. 


163; 


164. 


165. 


166. 


167: 


168. 


169. 
170. 


References — 2. Cannabis and Its Effects 


De Ropp, R.S. Drugs and the mind. New York: Grove Press, 1957. 


Dewey, L. H. Hemp. In Yearbook of the United States Department of 
Agriculture: 1913. Washington, D. C.: U.S. Government Printing Office, 1914. 
Pp. 283-346. 


Domino, E. F. Human pharmacology of marijuana smoking. American 
Society for Clinical Pharmacology and Therapeutics. 7\st Annual Meeting, 
1OJ0R BU, 


Domino, E. F. Neuropsychopharmacological studies of marihuana: Some 
natural and synthetic THC derivatives in animals and man. Paper presented at 
the New York Academy of Sciences Conference on Marijuana: Chemistry, 
Pharmacology and Patterns of Social Usage, New York, May, 1971. 


Domino, E. F. (Department of Pharmacology, University of Michigan, Ann 
Arbor, Mich.) Personal communication to the Commission, June, 1971. 
Domino, E. F., Hardman, H. F., & Seevers, M. H. Central nervous system 
actions of some synthetic tetrahydrocannabinol derivatives. Pharmacological 
Reviews, 1971, 23(4): 317-336. 

Doorenbos, N. J. (University of Mississippi, University, Miss.) Personal 
communication to the Commission, 1971. 

Doorenbos, N. J. Fetterman, P. S., Quimby, M. W., & Turner, C. 
E. Cultivation, extraction and analysis of Cannabis sativa L. Paper presented 
at New York Academy of Sciences Conference on Marijuana: Chemistry, 
Pharmacology and Patterns of Social Usage, New York, May, 1971. 

Dornbush, R. L. (Department of Psychiatry, New York Medical College, New 
York) Personal communication to the Commission, November, 1971. 
Dornbush, R. L., Fink, M., & Freedman, A. M. Marijuana, memory, and 
perception. American Journal of Psychiatry, 1971, 128(2): 86-89. 

Dorrance, D., Janiger, O., & Teplitz, R. L. In vivo effects of illicit 
hallucinogens on human lymphocyte chromosomes. Journal of the American 
Medical Association, 1970, 212(9): 1488-1491. 

Dubé, K.C. Mental disorder in Agra. Social Psychiatry, 1968, 3(4): 139-143. 


Dubé, K. C. (Mental Hospital, Agra, India) Personal communication to the 
Commission, August, 1971. 

Dubé, K. C., & Handa, S. K. Drug use in health and mental illness in an 
Indian population. British Journal of Psychiatry, 1971, 118: 345-346. 
(Abstract) 

Durham, B. M. “The marihuana psychosis’ and other grim fairy tales. 
Unpublished manuscript, Stanford Law School, Stanford, Calif., May, 1968. 
Ebel, E. Drug consumption of adolescents in Bielefeld. Report of Bielefeld 
Medical Extension Course lecture, Johanneskrankenhaus, Bielefeld, West 
Germany, February 17, 1971. (Translated from German) 

Ebin, D. Introduction to Bayard Taylor’s “The visions of hasheesh”’. In D. 
Ebin (Ed.), The drug experience. New York: Grove Press, 1961. Pp. 41-42. 
Economist. Woodstock rocked. Economist, 1969, 232: 31. 

Eddy, N. B., Halbach, H., Isbell, H., & Seevers, M. H. Drug dependence: Its 
significance and characteristics. Bulletin of the World Health Organization, 
1969,323/21-733. 


347 


Cannabis 


IW 


Lee 


173: 


174. 


175. 


176. 


IMG 


178. 


byes 


180. 


181. 


182. 


183. 


184. 


185. 


186. 


187. 


Edwards, S., Jr. The problem driver. Olympia, Wash.: State Department of 
Motor Vehicles, Division of Research and Technology, 1970. 


Eliade, M. Ancient Scythia and Iran. In G. Andrews, & S. Vinkenoog (Eds.), 
The book of grass: An anthology of Indian hemp. New York: Grove Press, 
196 7a Ppa ies 


Ewens, G. F. W. Insanity following the use of Indian hemp. Indian Medical 
Gazette, 1904, 39: 401-413. 


Fairbairn, J. W., Liebmann, J. A., & Simic, S. The tetrahydrocannabinol 
content of cannabis leaf. Journal of Pharmacy and Pharmacology, 1971, 23: 
558-559. 


Farmilo, C. G., Davis, T. W. M., Vandenheuvel, F. A., & Lane, R. Studies on 
the chemical analysis of marihuana. Proceedings of the Canadian Society for 
Forensic Science, 1962, 1: 1-50. 


Farnsworth, D. L. Testimony. In Massachusetts vs. Leis & Weiss. Superior 
Court, Suffolk, Mass., September, 1967, 10: 10-90. 


Farnsworth, D. L., & Oliver, H.K. The drug problem among young people. 
Rhode Island Medical Journal, 1968, 51: 179-182. 


Fattah, E. A. Rapport entre cannabis et crime: Revue critique des écrits 
criminologiques sur le cannabis. Toxicomanies, 1971, 4(1): 51-79. 


Fehr, K., & Kalant, H. Analysis of cannabis smoke obtained under different 
combustion conditions. Addiction Research Foundation, Toronto, 1971, in 
press. 


Fehr, K., Kalant, H., & Miller, R. D. The effects of combustion on cannabis. 
Unpublished Commission research project, 1972. 


Fejer, D., & Smart, R. G. Drug use and psychological problems among 
adolescents in a semi-rural area of Ontario: Haldimand County, Unpublished 
manuscript, Project J-183, Sub-study 4-J.O. & 7-71. Addiction Research 
Foundation, Toronto, 1971. 


Fenimore, D. C. (Texas Research Institute of Mental Science, Houston, 
Tex.) Personal communication to the Commission, 1971. 


Féré, C. Note sur l’influence du haschisch sur le travail. Comptes rendus 
hebdomadaires des séances de la Société de Biologie. \liéme série, 1901, 3: 
696-700. 


Fergenson, P. E. The relationship between information processing and 
driving accident and violation record. Human Factors, 1971, 13(2): 173-176. 


Fernandes, M., & Coper, H. The role of vehicles in cannabis application and 
interaction between cannabis and central active drugs. Acta Pharmaceutica 
Suecica, 1971, 8: 692-693. (Abstract) 


Ferrero, D. P. (Department of Air Force, Aerospace Medical Division, 
University of New Mexico, Albuquerque, N.M.) Personal communication to 
the Commission, 1971. 

Fetterman, P. S., Keith, E. S., Waller, C. W., Guerrero, O., Doorenbos, N. J., & 
Quimby, M. W. Mississippi grown Cannabis Sativa L.: A preliminary 
observation on the chemical definition of phenotype and variations in THC 
content versus age, sex, and plant part. Journal of Pharmaceutical Sciences, 
1971, 60(8): 1246-1249. 


348 


188. 


189. 


190. 


LOL: 


192. 


193% 


194. 


195) 
196. 


BerTE 


198. 


Too) 


200. 


201; 


202. 


203. 


204. 


205. 


206. 


207) 


References — 2. Cannabis and Its Effects 


Fidaleo, R. A. Marijuana—Social and clinical observations. U.S. Army 
Vietnam Medical Bulletin 1968, 40(8): 58-59. 


Fink, M., & Freedman, A. M. Cannabis psychosis. Paper presented at the 
Symposium on Biochemical and Pharmacological Aspects of Dependence and 
Reports on Marihuana Research, Amsterdam, September 30, 1971. 

Fliickiger, F. A., & Hanbury, D. Pharmacographia. A history of the principle 
drugs of vegetable origin met with in Great Britain and British India. London: 
Macmillan, 1879. 

Foltz, R. L., Kinzer, G. W., Mitchell, R. I., & Truitt, E. B., Jr. The fate of 
cannabinoid components of marihuana during smoking. Unpublished 
manuscript, Battelle Laboratories, Columbia, Ohio, 1971. 

Forney, R. B. Toxicology of marihuana. Unpublished manuscript, Indiana 
University School of Medicine, Indianapolis, Ind., 1971. 

Fort, J. Giver of delight or liberator of sin: Drug use and “addiction” in Asia. 
Bulletin on Narcotics, 1965, 17(4): 13-19. 


Fort, J. Testimony. In Massachusetts vs. Leis & Weiss. Superior Court Suffolk, 
Mass., September 18, 1967, 1: 30-204. 

Fort, J. The AMA lies about pot. Ramparts, 1968, 7: 12 & 16. 

Fort, J. The pleasure seekers: The drug crisis, youth and society. New York: 
Bobbs-Merrill, 1969. 

Fort, J. Pot: A rational approach. Playboy, 1969, 16(10): 131. 

Fort, J. (Center for Solving Special Social and Health Problems (Fort Help), 


San Fransisco, Calif.) Personal communication to the Commission, 1971. 
Cited in Pot and adolescents. Playboy, 1971, 18(8): 46. 

brink wie Mes Hepler shoe oticl som Kickles, W. Harc& Ungerleider, J. 
T. Marijuana, tobacco and functions affecting driving. Paper presented at the 
annual meeting of the American Psychiatric Association, Washington, D. C., 
May 3-7, 1971. 

Fraser, J.D.. Withdrawal symptoms in cannabis-indica addicts. Lancet, 1949, 
2: 747-748. 

Freedman, H. L., & Rockmore, M. J. Marihuana: A factor in personality 
evaluation and army maladjustment: Part I. Journal of Clinical 
Psychopathology, 1946, 7(4): 765-782. 

Freedman, H. L., & Rockmore, M. J. Marihuana: A factor in personality 
evaluation and army maladjustment: Part II. Journal of Clinical 
Psychopathology, 1946, 8(2): 221-236. 

Friedman, O. M. (Collaborative Research, Inc., Waltham, Mass.) Personal 
communication to the Commission, January, 1972. 

Gale, E. N., & Guenther, G. Motivational factors associated with the use of 
cannabis (marihuana). British Journal of the Addictions, 1971, 66: 188-194. 
Galston, A. W. Some implications of the widespread use of herbicides. 
BioScience, 1971, 21(17): 891-892. 

Gamage, J. R., & Zerkin, E. L. A comprehensive guide to the English- 
language literature on cannabis (Marihuana). Wisconsin: STASH Press, 1969. 


Garattini, S. Effects of a cannabis extract on gross behaviour. In G. E. W. 


349 


Cannabis 


208. 
209. 


210. 


211; 


212: 


Pah. 


214. 


dn kas 


216. 


PMI 


218. 


219: 
220. 


224% 


222. 


223: 


224. 


Wolstenholme & J. Knight (Eds.), Hashish: Its chemistry and pharmacology. 
Boston: Little, Brown & Co., 1965. Pp. 70-82. 


Gardikas, C.G. Hashish and crime. Enkephalos, 1950, 1(2-3): 201-211. 


Garneau, N. (Hopital Saint Jean de Dieu, Montreal, P.Q.). Personal 
communication to the Commission, December, 1971. 


Garriott, J.C. Cannabis, nicotine and alcohol compared. (Letter to the editor) 
New England Journal of Medicine, 1971, 285(14): 806-807. 


Garriott J.) Cam POrncy; Roe Bom Liughicssas bam se & Richards, A. 
B. Pharmacologic properties of some cannabis related compounds. Archives 
internationales de Pharmacodynamie et de Thérapie. 1968, 171(2): 425-434. 


Gary, N. E., & Keylon, V. Intravenous administration of marihuana. (Letter 
to the editor) Journal of the American Medical Association, 1970, 211(3): S015 


Gaskill, H. S. Marihuana, an intoxicant. American Journal of Psychiatry, 
1945, 102: 202-24. 


Gastinel, J. B. On hashish, its historical part, its action on the mental and 
physiological properties, its botanical characteristics, its culture, development, 
harvesting, preparations used by the Arabs, its active constituent and 
therapeutic applications. Répertoire de Pharmacie, 1849, 6: 129-142. 
(Translated from French). 


Gautier, T. The hashish club. In D. Solomon (Ed.), The marihuana papers. 
New York: New American Library, 1968. Pp. 163-178. (Translated from 
French by R. J. Gladstone) 


Gay, G. R. (Haight-Ashbury Clinic, San Francisco, Calif.) Personal 
communication to the Commission at Commission Symposium on Treatment, 
ale 


Geber, W. F., & Schramm, L. C. Effect of marihuana extract on fetal 
hamsters and rabbits. Toxicology and Applied Pharmacology, 1969, 14: 276- 
282. 


Geber, W. F., & Schramm, L. C. Teratogenicity of marihuana extract as 
influenced by plant origin and seasonal variation. Archives internationales de 
Pharmacodynamie et de Thérapie, 1969, 177(1): 224-230. 


Geller, A., & Boas, M. The drug beat. New York: Cowles, 1969. 


Gershon, S. On the pharmacology of marihuana. Behavioral Neuropsychiatry, 
1970 leo 13: 


Gilbert, J. G., & Lombardi, D. N._ Personality characteristics of young male 
narcotic addicts. Journal of Consulting Psychology, 1967, 31(5): 536-538. 


Gill, E. W. The chemical pharmacology of the active constituents of 
cannabis. Paper presented at the Symposium on Biochemical and 
Pharmacological Aspects of Dependence and Reports on Marihuana Research, 
Amsterdam, October 1, 1971. 


Gill, E. W., & Jones, G. Distribution and metabolism of tritium labelled 
tetrahydrocannabinol. Acta Pharmaceutica Suecica, 1971, 8: 700-701. 
(Abstract) 


Gill, E. W., & Paton, W. D. M. Pharmacological experiments in vitro on the 
active principles of cannabis. In C. R. B. Joyce & S. H. Curry (Eds.), The botany 
and chemistry of cannabis. London: J. & A. Churchill, 1970. Pp. 165-173. 


350 


225% 


226. 


edahs 


DDS: 


229: 


230. 
231. 


232: 
233: 
234. 


235: 
236: 
2371. 


IES 


289) 
240. 
241. 
242. 
243. 


244. 


245. 


246. 


References — 2. Cannabis and Its Effects 


Gill, E. W., Paton, W. D. M., & Pertwee, R. G. Preliminary experiments on 
the chemistry and pharmacology of cannabis. Nature, 1970, 228: 134-136. 
Gilmour, D. G., Bloom, A. D., Lele, K. P., Robbins, E. S., & Maximilian, 
C. Chromosomal aberrations in users of psychoactive drugs. Archives of 
General Psychiatry, 1971, 24(3): 268-272. 

Ginsberg, A. The great marihuana hoax: First manifesto to end the 
bringdown. Atlantic Monthly, 1966, 28: 107-113. 

Glaser, D., Inciardi, J. T., & Babst, D. V. Later heroin use by marijuana- 
using, heroin-using and non-drug-using adolescent offenders in New York City. 
International Journal of the Addictions, 1969, 4(2): 145-155. 

Goldberg, L. The definition of an intoxicating beverage. Quarterly Journal of 
Studies on Alcohol, 1955, 16: 316. 

Goode, E. Marijuana. New York: Atherton Press, 1969. 

Goode, E. (Ed.) Marijuana and the politics of reality. Journal of Health and 
Social Behavior, 1969, 10(2): 83-94. 

Goode, E. The marijuana smokers. New York: Basic Books, 1970. 

Goode, E. Drug use and grades in college. Nature, 1971, 234: 225-227. 
Gourvées, J., Viallard, C., Leluan, D., Girard, J.-P., & Aury, R. Coma du au 
cannabis sativa: un cas. La Presse Médicale, 1971, 79(30): 1389-1390. 

Great Britain, Advisory Committee on Drug Dependence. Cannabis. 
London: Her Majesty’s Stationery Office, 1968. (“The Wootton Report’) 

Green, D. M., & Swets, J. A. Signal detection theory and psychophysics, New 
York: Wiley, 1966. 

Green, M. Committed users study. Unpublished Commission research 
project, 1971. 

Green, M., Hemmings, B., Miller, R. D., & Hansteen, R. W. Self reporting of 
drug consumption patterns by regular cannabis users: The logbook study. 
Unpublished Commission research project, 1971. 

Green, M., & Leathers, B. Adult drug users study. Unpublished Commission 
research project, 1971. 

Greizerstein, H. B., & Smith, C. M. Progress summary on alcohol-THC 
interactions in mice. Unpublished manuscript, Research Institute on 
Alcoholism, Albany, N.Y., June, 1971. 

Grinspoon, L. Marihuana. Scientific American, 1969, 221(6): 17-25. 


Grinspoon, L. Marihuana. International Journal of Psychiatry, 1970-1971, 9: 
488-515. 

Grinspoon, L. Marihuana reconsidered. Cambridge, Mass.: Harvard 
University Press, 1971. 

Grossman, J. C., Goldstein, R., & Eisenman, R. Openness to experience and 
marijuana use: An initial investigation. Proceedings of the 79th Annual 
Convention of the American Psychological Association, 1971, 6: 335-336. 
Grossman, W. Adverse reactions associated with cannabis products in India. 
Annals of Internal Medicine, 1969, 70(3): 529-533. 

Grunfeld, Y., & Edery, H. Psychopharmacological activity of the active 
constituents of hashish and some related cannabinoids. Psychopharmacologia, 
1969, 14: 200-210. 


2 


Cannabis 


247. 


248. 


249. 


250. 


D> 


22; 


235 


254. 


252° 


256. 


2: 


258. 


isle). 


260. 


OE 


262: 


263. 


264. 


265. 


Haagen, C.H. Social and psychological characteristics associated with the use 
of marijuana by college men. Middletown, Conn.: Wesleyan University, 
January, 1970. 

Haines, L., & Green, W. Marijuana use patterns. British Journal of the 
Addictions, 1970, 65: 347-362. 


Halikas, J. A., Goodwin, D. W., & Guze,S.B. Marihuana effects: A survey of 
regular users. Journal of the American Medical Association, 1971, 217(5): 692- 
694. 

Hamilton Academy of Medicine. Physician survey on drug problems. Cited in 
brief submitted to the Commission, May 15, 1970. 


Hansteen, R. W., Lonero, L., Miller, R. D., & Jones, B. The effects of 
cannabis and alcohol on some automobile driving tasks. Unpublished 
Commission research project, 1971. (A preliminary summary is presented in 
Annex B of Chapter 2 of this Report) 

Hardman, H. F., Domino, E. F., & Seevers, M. H. General pharmacological 
actions of some synthetic tetrahydrocannabinol derivatives. Pharmacological 
Reviews, 1971, 23(4): 295-315. 

Hardman, H. F., Domino, E. F., & Seevers, M. H. Structure activity 
relationships of A?-tetrahydrocannabinols. Proceedings of the Western 
Pharmacological Society, 1971, 14: 14-20. 

Hardman, H. F., Domino, E. F., Woods, L. A, & Seevers, M. 
H. Pharmacological actions of A ?-tetrahydrocannabinol derivatives. 
Pharmacologist, 1970, 12(2): 258. 

Hauschild, T. B. Marijuana. Military Medicine, 1971, 136(2): 105-109. 
Hecht, F., Beals, R. K., Lees, M. H., Jolly, H., & Roberts, P. Lysergic-acid- 
diethylamide and cannabis as possible teratogens in man. (Letter to the editor) 
Lancet, November 16, 1968, P. 1087. 

Heiman, E. M. Marihuana precipitated psychoses in patients evacuated to 
Conus. United States Army Vietnam Medical Bulletin, 1968, 40(9): 75-77. 
Hekimian, L. J., & Gershon, S. Characteristics of drug abusers admitted to a 
psychiatric hospital. Journal of the American Medical Association, 1968, 205: 
125-130: 

Hemmings, B., & Miller, R. D. Drug induced poisonings and deaths in 
Canada. Unpublished Commission research project, 1971. 

Hemmings, B., & Miller, R. D. Non-medical drug use as a factor in 
hospitalization: A survey of Canadian psychiatric hospital records. 
Unpublished Commission research project, 1971. 

Henderson, A. H., & Pugsley, D. J. Collapse after intravenous injection of 
hashish. British Medical Journal, 1968, 3: 229-230. 

Henderson, I. An exploration of the natural history of heroin addiction. 
Vancouver: Narcotic Addiction Foundation of British Columbia, 1970. 

Hepler, R. S. (Jules Stein Eye Institute, University of California, Los Angeles, 
Calif.) Personal communications to the Commission, 1970 and 1971. 

Hepler, R. S., & Frank, I. M. Marihuana smoking and intraocular pressure. 
Journal of the American Medical Association, 1971, 217(10): 1392. 


Hepler, R. S., Frank, I. M., & Ungerleider, J. T. The effects of marijuana 


352 


266. 


267. 


268. 


200: 


210: 


AN 


Ale 


ua/8)- 


274. 


EXT Re) 


JAA 


PEI f 


278. 


209: 


280. 


281. 


References — 2. Cannabis and Its Effects 


smoking on pupillary size. Unpublished manuscript. Jules Stein Eye Institute, 
University of California, Los Angeles, 1971. 


Heyndrickx, A., Scheiris, C., & Schepens, P. Toxicological study of a fatal 
intoxication by man due to cannabis smoking. Journal de Pharmacie de 
Belgique, 1969, 24: 371-376. 

Hill, H. E., Haertzen, C. A., Wolbach, A. B., Jr., & Miner, E. J. The addiction 
research center inventory: Standardization of scales which evaluate subjective 
effects of morphine, amphetamine, pentobarbital, alcohol, LSD-25, pyrahexyl 
and chlorpromazine. Psychopharmacologia, 1963, 4: 167-183. 


Himmelsbach, C.K. Treatment of the morphine abstinence syndrome with a 
synthetic cannabis-like compound. Southern Medical Journal, 1944, 37: 26-29. 


Hindmarch, I. Patterns of drug use in a provincial university. British Journal 
of the Addictions, 1970, 64: 395-402. 


Ho, B. T., Fritchie, G. E., Englert, L. F., McIsaac, W. M., & Idanpaan-Heikkila, 
J. E. Marihuana: Importance of the route of administration. Journal of 
Pharmacy and Pharmacology, 1971, 23: 309-310. 


Ho, B. T., Fritchie, G. E., Kralik, P. M., Englert, L. F., McIsaac, W. M., & 
Idanpaan-Heikkila, J. Distribution of tritiated -1- A ’-tetrahydrocannabinol in 
rat tissues after inhalation. (Letter to the editor) Journal of Pharmacy and 
Pharmacology, 1970, 22: 538-539. 

Ho, B. T., Taylor, D., Englert, L. F., & McIsaac, W.M. Neurochemical effects 
of L-A’-tetrahydrocannabinol in rats following repeated inhalation. Brain 
Research, 1971, 31: 233-236. 

Hochman, J. S. Testimony to the Committee on Criminal Procedures, 
California State Assembly, Los Angeles, March 30, 1971. 


Hochman, J. S., & Brill, N. Q. Chronic marihuana usage and liver function. 
(Letter to the editor) Lancet, 1971, 2(7728): 818-819. 

Hochman, J. S., & Brill, N. Q. Marijuana use and psychosocial adaptation. 
Unpublished manuscript, Center for the Health Sciences, University of 
California, Los Angeles, 1971. 

Hochman, J. S., & Brill, N.Q. Marijuana intoxication: Pharmacological and 
psychological factors. Diseases of the Nervous System, 1971, 32(10): 676-679. 
Hogan, R., Mankin, D., Conway, J., & Fox, S. Personality correlates of 
undergraduate marijuana use. Journal of Consulting and Clinical Psychology, 
1970, 35(1): 58-63. 

Hollister, L. E. Clinical pharmacology and human behavioral responses to 
marihuana. Paper presented at the New York Academy of Sciences Conference 
on Marijuana: Chemistry, Pharmacology and Patterns of Social Usage, New 
York, May, 1971. 

Hollister, L.E. Hunger and appetite after single doses of marihuana, alcohol, 
and dextroamphetamine. Clinical Pharmacology and Therapeutics, 1971, 
12(1): 44-49. 

Hollister, L. E. Marihuana in man: Three years later. Science, 1971, 
LB 973 a2 S29: 

Hollister, L. E. (Veterans’ Administration Hospital, Palo Alto, 
Calif.) Personal communication to the Commission, November, 1971. 


353 


Cannabis 


282. 


283. 


284. 


285. 


286. 


200: 


288. 


252: 


290. 
291. 


202) 


293; 


294. 


oss 


296. 


JEL. 


298. 


Hollister, L. E., & Gillespie, H. K. Marihuana, ethanol and 
dextroamphetamine. Archives of General Psychiatry, 1970, 23: 199-203. 


Hollister, L. E., Moore, F., Kanter, S.,& Noble, E. A '-tetrahydrocannabinol, 
synhexyl and marijuana extract administered orally in man: Catecholamine 
excretion, plasma cortisol levels and platelet serotonin content. 
Psychopharmacologia, 1970, 17(4): 354-360. 

Hollister, L. E., Richards, R. K., & Gillespie, H. K. Comparison of 
tetrahydrocannabinol and synhexyl in man. Clinical Pharmacology and 
Therapeutics, 1968, 9(6): 783-791. 

Hollister, L. E., Sherwood, S. L., & Cavasino, A. Marihuana and the human 


electroencephalogram. Pharmacological Research Communications, 1970, 2(4): 
305-308. 


Holtzman, D., Lovell, R. A., Jaffe, J. H., & Freedman, D. X. eae 
tetrahydrocannabinol: Neurochemical and behavioral effects in the mouse. 
Science, 1969, 163: 1464-1467. 


Howes, J. F. A_ study of two water soluble derivatives of Ae 
tetrahydrocannabinol. Pharmacologist, 1970, I2(2)2 238. 

v 
Hrbek, J., Krejci, Z., Komenda, S., Siroka, A., & Nauratil, J. Influence of 
smoking hashish on higher nervous activity in man. Acta Pharmaceutica 
Suecica, 1971, 8: 689-690. (Abstract) 


Hsia, J. C., & Willinsky, M. D. (Department of Pharmacology, University of 
Toronto, Toronto, Ont.) Personal communication to the Commission, 1971. 


Huard, P., & Wong, M. Chinese medicine. New York: McGraw-Hill, 1968. 


Hughes, F. K. Drugs and drug-related non-drug crime. Unpublished 
Commission research paper, 1971. 


Hughes, J. E., Steahly, L. P., & Bier, M. M. Marihuana and the diabetic coma. 
Journal of the American Medical Association, 1970, 214(6): 1113-1114. 


Huxley, A. The doors of perception and heaven and hell. Harmondsworth, 
Eng.: Penguin, 1969. 

Idanpaan-Heikkila, J., Fritchie, G. E., Englert, L. F., Ho, B. T., & MclIsaac, W. 
M. Placental transfer of tritiated-1- A°-tetrahydrocannabinol. (Letter to the 
editor) New England Journal of Medicine, August 7, 1969. P. 330. 


Indian Hemp Drugs Commission, 1893-1894. Report on Indian Hemp. Vol. 
1-7. Simla: Government Central Printing Office, 1894. (Primary Volume 
reprinted Silver Spring, Md.: Thos. Jefferson, 1969) 

Isbell, H., Gorodetzsky, C. W., Jasinski, D., Claussen, U., Spulak, F. V., & 
Korte, K. Effects (-)- IN) ae trans-tetrahydrocannabinol in man. 
Psychopharmacologia, 1967, 11: 184-188. 

Isbell, H., & Jasinski, D. J. A comparison of LSD-25 with (-) = A *-transe 
tetrahydrocannabinol (THC) and attempted cross tolerance between LSD and 
THC. Psychopharmacologia, 1969, 14(2): 115-123. 

Isbell, H., Jasinski, D. J., Gorodetzsky, C. W., Korte, F., Claussen, U., Haage, 
M., Sieper, H., & Von Spulak, F. Studies on tetrahydrocannabinol. Part I. 
Method of assay in human subjects and results with crude extracts, purified 


tetrahydrocannabinols and synthetic compounds. In Report of the Committee 
on Problems of Drug Dependence, Washington, D. C., 1967. Pp. 4832-4846. 


354 


oo. 


300. 


301. 


B02: 


303. 


304. 


305. 


306. 


307. 


308. 


309. 


S10) 
aN al. 


Se 


313. 


314. 


B15 


316. 


Bilis 


References — 2. Cannabis and Its Effects 


Johnson, B. D. Social determinants of the use of dangerous drugs by college 
students. Unpublished doctoral dissertation, Department of Sociology, 
Columbia University, June, 1971. 


Johnson, R. D. Medico-social aspects of marijuana. Rhode Island Medical 
Journal, 1968, 51(3): 171-178. 


Johnson, S., & Domino, E. F. Some cardiovascular effects of marihuana 
smoking in normal volunteers. Clinical Pharmacology and Therapeutics, 1971, 
12(5): 762-768. 

Johnston, W. E., & Williams, H. R. Drug use patterns and related factors of 
heroin addicts seeking treatment for their addiction. Vancouver: Narcotic 
Addiction Foundation of British Columbia, 1971. 


Jones, R. T. The marijuana induced “social high’: A note of caution. 
Proceedings of the Western Pharmacological Society, 1971, 14: 21-25. 


Jones, R. T. Psychosocial aspects. Paper presented at the annual meeting of 
the Federation of American Societies for Experimental Biology, Chicago, April, 
LOTT: 


Jones, R. T. Tetrahydrocannabinol and the marijuana induced social “high” 
or the effects of the mind on marijuana. Annals of the New York Academy of 
Sciences, 1971, 191: 155-165. 

Jones, R.T. Cited in Marijuana. Medical World News, July 16, 1971. P. 40. 
Jones, R. T. (Department of Mental Hygiene, Langley Porter Neuropsychiatric 
Institute, San Francisco, Calif.) Personal communication to the Commission, 
February, 1972. 

Jones, R. T., & Stone, G.C. Psychological studies of marijuana and alcohol in 
man. Psychopharmacologia, 1970, 18: 108-117. 


Joyce, C. R. B., & Curry, S. H. (Eds.) The botany and chemistry of cannabis. 
London: J&A Churchill, 1970. 


Kalant,H. Marihuana and simulated driving. Science, 1969, 166(3905): 640. 
Kalant, H., & Kalant, O. J. Drugs, society and personal choice. Don Mills, 
Ont.: General Publishing, 1971. 

Kalant, O. J. An interim guide to the cannabis (marihuana) literature. 
Toronto: Addiction Research Foundation, 1968. 


Kalant, O. J. Report of the Indian Hemp Commission—1893-4: A critical 
review. Unpublished manuscript, Project M—128, Sub-study 3-25-70. 
Addiction Research Foundation, Toronto, 1970. 

Kalant, O. J. Ludlow on cannabis: a modern look at a nineteenth century 
drug experience. International Journal of the Addictions, 1971, 6(2): 309-322. 
Kalant, O. J. Moreau, hashish, and hallucinations. International Journal of 
the Addictions, 1971, 6(3): 553-560. 

Kalant, O. J. & Kalant, H. Observations on the use of cannabis in different 
countries. Unpublished manuscript, Project M—128, Sub-study 2-25 & 9-71. 
Addiction Research Foundation, Toronto, 1971. 

Kanter, S. L., Hollister, L. E., Moore, F., & Green, D. Detection of 
cannabinols in the urine of man after oral ingestion of marihuana. Clinical 
Chemistry, 1971, 17(7): 636. 


5 


Cannabis 


BUS: 


Ss 


B20: 


Seah 


322) 


323: 


324. 


325. 


320 


327, 


328. 


B22. 


330. 
Soule 


332; 


3339 


334. 


535) 


BNE, 


B378 


338. 


Kaplan, H.S. Psychosis associated with marijuana. New York State Journal 
of Medicine, 1971, 71(4): 433-435. 

Kaplan, Joel. Marijuana and drug abuse in Vietnam. Paper presented at the 
New York Academy of Sciences Conference on Marijuana: Chemistry, 
Pharmacology and Patterns of Social Usage, New York, May 20, 1971. 
Kaplan, John. Introduction to Marijuana: Report of the Indian Hemp Drugs 
Commission. 1893-1894. Silver Spring, Md.: Thos. Jefferson, 1969. 

Kaplan, John. Marijuana: The new prohibition. New York: World 
Publishing, 1970. 

Kaplan, M. Cannabis and alcohol. Paper presented at the World Federation 
for Mental Health, International Symposium on Drug Abuse, Jerusalem, 
August 10, 1970. 

Keeler, M. H. Adverse reaction to marihuana. American Journal of 
Psychiairyg \96T 24() 128-13 

Keeler, M. H. Marihuana induced hallucinations. Diseases of the Nervous 
System, 1968, 29: 314-315. 

Keeler, M.H. Motivation for marihuana use: A correlate of adverse reaction. 
American Journal of Psychiatry, 1968, 125(3): 142-146. 

Keeler, M. H. What are the questions concerning marijuana? North Carolina 
Medical Journal, 1969, 30(2): 41-43. 

Keeler, M. H., Ewing, J. A., & Rouse, B. A. Hallucinogenic effects of 
marijuana as currently used. American Journal of Psychiatry, 1971, 128(2): 
105-108. 

Keeler, M. H., & Reifler, C. B. Grand mal convulsions subsequent to 
marijuana use. Diseases of the Nervous System, 1967, 28: 474-475. 

Keeler, M. H., Reifler, C. B., & Liptzin, M. B. Spontaneous recurrence of 
marihuana effect. American Journal of Psychiatry, 1968, 125(3): 384-386. 
Keup, W. Marihuana. (Letter to the editor) Science, 1969, 163: 1144. 

Keup, W. Psychotic symptoms due to cannabis abuse. Diseases of the Nervous 
SVsreMi aly 70s 31( 2) aia, 

Kew, M. C., Bersohn, I., & Siew, S. Possible hepatotoxicity of cannabis. 
Lancet, 1969, 1(7594): 578-579. 

Kibrick, E., & Smart, R.G. Psychotropic drug use and driving risk: A review 
and analysis. Journal of Safety Research, 1970, 2(2): 73-85. 
King, A. B., & Cowen, D. L. Effect of intravenous injection of marihuana. 
Journal of the American Medical Association, 1969, 210(4): 724-725. 

KinestA. Ge PechetasGwss:, & Pechet, L. Intravenous injection of crude 
marihuana. (Letter to the editor) Journal of the American Medical Association, 
TO7OR21 409) aly le 

King, L. J., & Forney, R. B. The absorption and excretion of the marihuana 
constituents, cannabinol and tetrahydrocannabinol. Federation Proceedings, 
1967, 26: 540. 

Kiplinger, G. F., Manno, J. E., Rodda, B. E., & Forney, R. B. Dose-response 
analysis of effects of tetrahydrocannabinol in man. Clinical Pharmacology and 
Therapeutics, 1971, 12(4): 650-657. 

Klausner, H. A., & Dingell, J. V. Studies on the metabolism and distribution 
of A’-tetrahydrocannabinol. Pharmacologist, 1970, 12(2): 259. 


356 


aoe 


340. 


341. 


342. 


343. 


344. 


345. 


346. 


347. 


348. 
349. 


350. 


a> 1. 


Spee. 


Shey 


354. 


SRE 


356. 


References — 2. Cannabis and Its Effects 


Klausner, H. A., & Dingell, J. V. The metabolism and excretion of A’- 
tetrahydrocannabinol in the rat. Life Sciences, 1971, 10(1): 49-59. 


Klein, A. W., Davis, J. H., & Blackbourne, B.D. Marijuana and automobile 
crashes. Journal of Drug Issues, 1971, 1: 18-26. 


Klein, F. K., Rapoport, H., & Elliott, H.W. Cannabis alkaloids. Nature, 1971, 
232(5308): 258-259. 


Kliiver, H. Mescal and mechanisms of hallucinations. Chicago: University of 
Chicago Press, 1966. 


Kolansky, H., & Moore, W. T. Clinical effects of marihuana on the young. 
Report to the National Commission on Marihuana and Drug Abuse, 
Washington, D.C., May 17, L971. 


Kolansky, H., & Moore, W. T. Effects of marihuana on adolescents and 
young adults. Journal of the American Medical Association, 1971, 216(3): 486- 
492. 


Kornhaber, A. Marihuana in an adolescent psychiatric outpatient population. 
(Letter to the editor) Journal of the American Medical Association, 1971, 
215(12): 1988. 

Krantz Ce Jrubereerab J Welch. B aL. Blockade of (-)-trans- A?- 


tetrahydrocannabinol depressant effect by cannabinol in mice. American 
Journal of Pharmacy, 1971, 143(5): 149-152. 


Lambo, T. A. Medical and social problems of drug addiction in West Africa 
with special emphasis on psychiatric aspects. Bulletin on Narcotics, 1965, LAG: 
3-13. 

Lancet. Cannabis encephalopathy. Lancet, 1971, 2: 1240-1241. 


Lanphier, C. M., & Phillips, S. B. The non-medical use of drugs and 
associated attitudes: A national household survey. Unpublished Commission 
research project, 1971. 

Lanphier, C. M., & Phillips, S. B. Secondary school students and non-medical 


drug use: A national survey of students enrolled in grades seven through 
thirteen. Unpublished Commission research project, 1971. 

Lanphier, C. M., & Phillips, S. B. University students and non-medical drug 
use: A national survey. Unpublished Commission research project, 1971. 
Laskowitz, D. Psychological characteristics of the adolescent addict. In E. 
Harms (Ed.), Drug addiction in youth. London: Pergamon Press, 1965. PO g00 
85. 

Leander, J. American Indians in 1626. In G. Andrews, & S. Vinkenoog (Eds.), 
The book of grass: An anthology of Indian hemp. New York: Grove Press, 
1G AE. 34, 

Lecker, S. (Montreal General Hospital, Montreal, Pe Ooms Letsonal 
communication to the Commission, May, 1971. 

Leckman, J., Ananth, J. V., Ban, T. A.. & Lehmann, H.E. Adverse reactions: 
Predisposing factors. Paper presented at the Canadian Psychiatric Association, 
Halifax, June 9, 1971. 

Legator, M. (United States Food and Drug Administration, Washington, 
D.C.) Personal communication to the Commission, February, 1972. 


357 


Cannabis 


Bone 


250: 


Sed, 


360. 


361. 


362. 


S105k 


364. 


365. 


366. 


B67: 


368. 


BO? 


Site) 


sual. 


Be 


373: 


Lehmann, H.E. Phenomenology and pathology of addiction. Comprehensive 
Psychiatry, 1963, 4(3): 168-180. 


Lemberger, L., Axelrod, J., & Kopin, I. J. The metabolism and disposition of 
delta-9-tetrahydrocannabinol in man. Pharmacological Reviews, 1971, 23(4): 
371-380. 


Lemberger, L., Axelrod, J., & Kopin, I. J. Metabolism and disposition of 
tetrahydrocannabinols in naive subjects and chronic marijuana users. Annals of 
the New York Academy of Sciences, 1971. 


Lemberger, L., Silberstein, S. D., Axelrod, J., & Kopin, I. J. Marihuana: 
Studies on the disposition and metabolism of delta-9-tetrahydrocannabinol in 
man. Science, 1970, 170: 1320-1322. 


Lemberger, L., Tamarkin, N. R., Axelrod, J., & Kopin, I. J. Delta- 
9-tetrahydrocannabinol: Metabolism and disposition in long-term marihuana 
smokers. Science, 1971, 173: 72-74. 


Lerner, M., & Zeffert, J.T. Determination of tetrahydrocannabinol isomers in 
marijuana and hashish. Bulletin on Narcotics, 1968, 20: 53-54. 


Lerner, P. The precise determination of tetrahydrocannabinol in marihuana 
and hashish. Bulletin on Narcotics, 1969, 21(3): 39-42. 


Leuchtenberger, C., & Leuchtenberger, R. Morphological and cytochemical 
effects of marijuana cigarette smoke on epithelioid cells of lung explants from 
mice. Nature, 1971, 234(5326): 227-229. 


Leute, R. K., Ullman, E. F., Goldstein, A., & Herzenberg, L.A. FRAT ®,a 
rapid new immunoassay technique: Determination of morphine by electron 
spin resonance spectroscopy. Paper presented at the Symposium of the 
Committee on Problems of Drug Dependence, Toronto, February, 1971. 


Lewin, L. Phantastica, narcotic and stimulating drugs: Their use and abuse. 
London: Routledge & Kegan Paul, 1964. 


Lewis, A. Cannabis: A review of the international clinical literature. Advisory 
Committee on Drug Dependence. Cannabis. London: Her Majesty’s Stationery 
Office, 1968. Pp. 40-63. 


Lewis, B. The Isma’ilites and the assassins. In M. Baldwin (Ed.), The first 
hundred years, Vol. 1. Philadelphia: Pennsylvania University Press, 1958. 


Ling, G. M. (Department of Pharmacology, University of Ottawa, 
Ont.) Personal communication to the Commission, February, 1972. 


Ling, G. M,, Thomas, J: A., Usher, D. R-. & Singhal) Ro Lob ifectsms 
chronically administered A'-tetrahydrocannabinol on adrenal and gonadal 
activity of male rats. European Journal of Pharmacology, 1972, in press. 


Lingeman, R.R. Drugs from A to Z: A dictionary. New York: McGraw-Hill, 
1969. 


Lipparini, F., Scotti De Carolis, A., & Longo, V.G. A neuropharmacological 
investigation of some trans-tetrahydrocannabinol derivatives. Physiology and 
Behavior, 1969, 4(4): 527-532. 


Liskow, B., Liss, J., & Parker, C. W. Allergy to marijuana. Annals of Internal 
Medicine, 1971, 75: 571-573. 


358 


374. 


BIS: 


376: 


ohhh: 
210: 


seek 


380. 


381. 


SOD) 


383. 


384. 


385. 


386. 


BS ie 


388. 


sheer 


DOU: 


BOA: 


S22. 


393: 


References — 2. Cannabis and Its Effects 


Livet, L.M. Les fumeurs de mariguana. Annales Medico-Psychogiques, 1920, 
12: 257-267. 


Lockhart, L. (University of Texas, Medical Branch, Galveston, Tex.) Personal 
communication to the Commission, November, 1971. 


Lomax, P. Animal pharmacology of marihuana. Proceedings of the Western 
Pharmacological Society, 1971, 14: 10-13. 


Louria, D.B. Nightmare drugs. New York: Pocket Books, 1966. 


Louria, D. B. Testimony. In Massachusetts vs. Leis & Weiss. Superior Court, 
Suffolk, Mass., September, 1967, 2: 3-99. 


Louria, D.B. The drug scene. New York: McGraw-Hill, 1968. 


Ludlow, F. H. The hasheesh eater: Being passages from the life of a 
pythagorean. New York: Harper Bros., 1857. Reprinted, New York: Rains, 
1903. 


Ludwig, E. G., & Collette, J.C. Some misuses of health statistics. Journal of 
the American Medical Association, 1971, 216(3): 493-499. 


Lundberg, G. D., Adelson, J.. & Prosnitz, E. H. Marihuana-induced 
hospitalization. (Letter to the editor) Journal of the American Medical 
Association, 1971, 215(1): 121. 


Lundell, F. W. Cannabis sativa—the disdainful dysphoriant. Unpublished 
manuscript, Queen Mary’s Veterans’ Hospital, Montreal, 1970. 


Lundell, F. W. Critique of the Le Dain Commission’s Interim Report. 
Unpublished manuscript, McGill University, Montreal, 1970. 


Lundell, F. W. (Queen Mary’s Veterans’ Hospital, Montreal, P.Q.) Personal 
communications to the Commission, 1970 and 1971. 


Luthra, Y. K., Rosenkrantz, H. R., Muhilly, N. L., & Thompson, G. 
R. Biochemical changes in rat brain after chronic oral treatment with 
cannabinoids. Paper presented at the 162nd National Meeting of the American 
Chemical Society Division of Biological Chemistry, Washington, D: Caloris 


Lynch, V. D. Marihuana research—a perspective. Paper presented at the 
Tenth Annual Conference, International Narcotic Enforcement Officers 
Association, Philadelphia, September 18, 1969. 

Magus, R. D., & Harris, L. S. Carcinogenic potential of marihuana smoke 
condensate. Paper presented at the 1971 Federation of American Societies for 
Experimental Biology, Chicago, April 13, 1971. 

Malcolm, A. I. The alienating influence of marijuana. Paper presented at the 
Eastern Psychiatric Research Association, Fifteenth Annual Meeting, New 
York, November 7, 1970. 

Malcolm, A. I. The pursuit of intoxication. Toronto: Addiction Research 
Foundation, 1971. 

Malleson, N. B. Testimony. In Massachusetts vs. Leis & Weiss. Superior 
Court, Suffolk, Mass., September, 1967, 3: 3-109. 

Mandel, J. Hashish, assassins, and the love of God. Issues in Criminology, 
1966, 2(2): 149-156. 


Manheimer, D.I. Marijuana use among adults in two San Francisco Bay area 
locales. Paper presented at the Conference on Drug Usage and Drug 


359 


Cannabis 


394. 


Sey 


596; 


Bo 


398. 


399 


400. 


401. 


402. 


403. 


404. 


405. 


406. 


407. 


408. 


409. 


410. 


Subcultures, Asilomar, Calif., February 12, 1970 and personal communication 
to the Commission, 1970. 


Manheimer, D. I., Mellinger, G. D., & Balter, M. B. Marijuana use among 
urban adults. Science, 1969, 166(3912): 1544-1545. 


Mann, P. E. G., Cohen, A. B., Finley, T. N., & Ladman, A. J. Alveolar 
macrophages: Structural and functional differences between nonsmokers and 
smokers of marijuana and tobacco. Laboratory Investigation, 1971, 25(2): 111- 
120. 


Mann, P. E. G., Finley, T. N., & Ladman, A. J. Marijuana smoking: A study 
of its effects on alveolar lining material and pulmonary macrophages recovered 
by bronchopulmonary lavage. Journal of Clinical Investigations, 1970, 49(6): 
60a-6 la. 

Manno, J.E. Clinical investigations with marijuana and alcohol. Unpublished 
doctoral dissertation, Department of Pharmacology and Toxicology, Indiana 
University, September, 1970. 

Manno, J. E. (Department of Pharmacy, Auburn University, Auburn, 
Ala.) Personal communication to the Commission, April, 1971. 

Manno, J. E., Kiplinger, G. F., Haine, S. E., Bennett, I. F., & Forney, R. 
B. Comparative effects of smoking marihuana or placebo on human motor 
and mental performance. Clinical Pharmacology and Therapeutics, 1970, 
11(6): 808-815. 

Manno, J. E., Kiplinger, G. F., Scholz, N., & Forney, R. B. The influence of 
alcohol and marihuana on motor and mental performance. Clinical 
Pharmacology and Therapeutics, 1971, 12(2): 202-211. 

Marcovitz, E., & Myers, H. J. The marihuana addict in the army. War 
Medicine, 1944, 6: 382-391. 

Margolis, J. S., & Clorfene, R. A child’s garden of grass. North Hollywood: 
Contact Books, 1969. 

Marshman, J. A., & Gibbons, R. J. A note on the composition of illicit drugs. 
Ontario Medical Review, September, 1970. P. 429. 

Martin, P.-A. Cannabis and chromosomes. (Letter to the editor) Lancet, 
February 15, 1969. P. 370. 

Massachusetts vs. Leis & Weiss. (Vol. 1-12) Superior Court, Suffolk, Mass., 
September, 1967. 

Mayer-Gross, W., Slater, E., & Roth, M. Clinical psychiatry. London: Cassell, 
1960. 

Mayor’s Committee on Marihuana. The marihuana problem in the City of 
New York. Lancaster, Penn.: Jacques Cattell Press, 1944. (‘The La Guardia 
Report’) 

McAree, G. P., Steffenhagen, R. A., & Zheutlin, L. S. Personality factors in 
college drug users. International Journal of Social Psychiatry, 1969, 15(2): 
102-106. 

McGeer, P. (Department of Psychiatry, University of British Columbia, 
Vancouver, B.C.) Personal communication to the Commission, February, 
1972. 


McGlothlin, W. H. Toward a rational view of marihuana. In J. L. Simmons 


360 


411. 


412. 


413. 


414. 


415. 


416. 


417. 


418. 


419. 


420. 


421. 


422. 


423. 


424. 


425. 


426. 


427. 


References — 2. Cannabis and Its Effects 


(Ed.), Marihuana: Myths and realities. North Hollywood: Brandon House, 
1967. 


McGlothlin, W. H. Effects in man of short- and long-term use of cannabis: 
Research aspects. Unpublished manuscript, World Health Organization, 1970, 
DRD/WP/70.13. 


McGlothlin, W. H. (Department of Psychology, University of California, Los 
Angeles, Calif.) Personal communication to the Commission, April, 1971. 


McGlothlin, W. H. Marijuana: An analysis of use, distribution and control. 
Unpublished manuscript, U.S. Department of Justice, Bureau of Narcotics and 
Dangerous Drugs, Washington, D.C., June, 1971. 

McGlothlin, W. H. The use of cannabis: east and west. Paper presented at 
the Sympsosium on Biochemical and Pharmacological Aspects of Dependence 
and Reports on Marihuana Research, Amsterdam, September 30, 1971. 
McGlothlin, W. H., Arnold, D. O., & Rowan, P. K. Marijuana use among 
adults. Psychiatry, 1970, 33(4): 433-443. 

McGlothlin, W. H., & West, L. J. The marihuana problem: An overview. 
American Journal of Psychiatry, 1968, 125(3): 126-134. 

Mclsaac, W. M., Fritchie, G. E., Idanp4an-Heikkila, J. E., Ho, B. T., & Englert, 
L. F. Distribution of marihuana in monkey brain and concomitant 
behavioural effects. Nature, 1971, 230(5296): 593-594. 

McMillan, D. E., Dewey, W. L., & Harris, L. S. Pharmacological and 
behavioral effects of A*- and A?-tetrahydrocannabinols. Paper presented at 
the New York Academy of Sciences Conference on Marijuana: Chemistry, 
Pharmacology and Patterns of Social Usage, New York, May, 1971. 

McMillan, D. E., Harris, L. S., Turk, R. F., & Kennedy, J.S. Development of 
marked behavioral tolerance to 1-A°-tetrahydrocannabinol (A’-THC) and 
cross tolerance to 1-A*-tetrahydrocannabinol (A*-THC) in the pigeon. 
Pharmacologist, 1970, 12(2): 258. 

Mechoulam, R. Marihuana chemistry: Recent advances in cannabinoid 
chemistry open the area to more sophisticated biological research. Science, 
1970, 168(3936): 1159-1166. 

Mechoulam, R. Cannabis—Chemical, pharmacological and clinical aspects. 
New York: Academic Press, 1971, in press. 

Mechoulam, R. (School of Pharmacy, Hebrew University, Jerusalem)  Per- 
sonal communication to the Commission, 1971, in press. 

Mechoulam, R., & Gaoni, Y. Recent advances in the chemistry of hashish. In. 
L. Zechmeisler (Ed.), Progress in the chemistry of Organic natural products. 
New York: Springer-Verlag, 1967. Pp. 175-213. 

Mechoulam, R., Shani, A., Edery, H., & Grunfeld, Y. Chemical basis of 
hashish activity. Science, 1970, 169: 611-612. 

Medical World News. Marijuana. Medical World News, July 16, 1971. Pp. 37- 
43, 

Melges, F. T., Tinklenberg, J. R., HoOllisters alan ts roc Gullespicss: Ia: 
K. Temporal disintegration and depersonalization during marihuana 
intoxication. Archives of General Psychiatry, 1970, 23(3): 204-210. 

Riclocsml ele linklenberge Jae hs Hollister.) LE, & = Gillespie, H. 


361 


Cannabis 


428. 


429. 


430. 


431. 


432. 


433. 


434. 


435. 


436. 


437. 


438. 


439. 


440. 


441. 


442. 


K. Marihuana and the temporal span of awareness. Archives of General 
Psychiatry, 1971, 24(6): 564-567. 

Mendelson, J. (Department of Psychiatry, Boston University, Mass.) Personal 
communication to the Commission, 1971. 


Merkus, F. W. H. M. Cannabivarin and tetrahydrocannabivarin, two new 
constituents of hashish. Nature, 1971, 232: 579-580. 


Meyer, R. G. The acute mental effects of marihuana. Paper presented at the 
Symposium on Biochemical and Pharmacological Aspects of Dependence and 
Reports on Marihuana Research, Amsterdam, October, 1971. 


Meyer, R. E., Pillard, R. C., Shapiro, L. M., & Mirin,S.M. Administration of 
marijuana to heavy and casual marijuana users. American Journal of 
Psychiatry, 1971, 128(2): 90-96. 


Mickel, E. J., Jr. The artificial paradises in French literature. Part I. The 
influence of opium and hashish on the literature of French romanticism and /es 
fleurs du mal. Chapel Hill: University of North Carolina Press, 1969. 


Mikuriya, T. H. Physical, mental, and moral effects of marijuana: The Indian 
Hemp Drugs Commission report. International Journal of the Addiction, 1968, 
3(2): 253-270. 

Mikuriya, T. H. Psycho-pathological aspects of the Cannabis situation in 
Morocco: Statistical data for 1965 revisited. International Journal of the 
Addictions, 1968, 3(2): 397-398. 

Mikuriya, T. H. Marijuana in medicine: Past, present and future. California 
Medicine, 1969, 110(1): 34-40. 


Miles, C. G., Congreve, G., Devanyi, P., Gibbons, R. J., Marshman, J., & 
Rankin, J.G. A preliminary and tentative progress report on the marijuana 
project. Addiction Research Foundation, Toronto. Unpublished manuscript 
submitted to the Commission, February, 1972. (A preliminary summary of 
these studies is presented in Annex B of Chapter 2 of this Report) 


Miller, D. E. What a policeman should know about marihuana. Eighth 
Annual Conference Report, National Narcotic Enforcement Officers 
Association, Louisville, Ky., October 22, 1967. Pp. 52-56. 


Miller, R. D. Some principles of psychopharmacology: Implications for the 
social control of drug abuse. Paper presented at the Sir George Williams 
Symposium on Drug Abuse, Montreal, February, 1969. 


Miller, R. D., Brewster, J., & Leathers, B. Survey of Ottawa area physicians 
regarding the non-medical use of drugs. Unpublished Commission research 
projects 19717 


Miller, R. D., Hansteen, R. W., Adamec, C., & Lehmann, H.E. A comparison 
of A°-tetrahydrocannibinol and marijuana effects in humans. Unpublished 
Commission research project, 1971. (A preliminary summary appears in Annex 
A of Chapter 2 of this Report) 


Milman, D. H. The role of marihuana in patterns of drug abuse by 
adolescents. Journal of Pediatrics, 1969, 74(2): 283-290. 


Miras, C. J. Experience with chronic hashish smokers. In J. R. Wittenborn, H. 
Brill, J. P. Smith, & S. A. Wittenborn (Eds.), Drugs and youth. Springfield, 
lil G* Cal homase | S69" Roalo tel 93} 


362 


443. 


444. 


445. 


446. 


447. 


448. 


449. 


450. 


451. 


452. 


453. 


454. 


455. 


456. 


457. 


458. 


459. 


460. 


461. 


References — 2. Cannabis and Its Effects 


Miras, C. J. Clinical not anecdotal evidence. International Journal of 
Psychiatry, 1970-71, 9: 533-535. 


Miras, C. J., & Coutselinis, A. The distribution of tetrahydrocannabinol-'*C in 
humans. UN Secretariat ST/SOA/SER.S/24, November 2, 1970. 


Miras, C. J., & Coutselinis, A. The presence of cannabinols in the urine of 
hashish smokers. UN Secretariat ST/SOA/SER.S/25, November 4, 1970. 


Miras, C. J., Kephalas, T. A., & Papadakis, D. P. The effect of hashish extract 
on the norepinephrine in rabbit brain. Bulletin on Narcotics, 1971, 23(1): 33- 
34. 


Miras, C. J., Simos, S., & Kiburis, J. Comparative assay of the constituents 
from the sublimate of smoked cannabis with that from ordinary cannabis. 
Bulletin on Narcotics, 1964, 16(1): 13-15. 

Mirin, S. M., Shapiro, L. M., Meyer, R. E., Pillard, R. C., & Fisher, S. Casual 
versus heavy use of marijuana: A redefinition of the marijuana problem. 
American Journal of Psychiatry, 1971, 127(9): 54-60. 

Mizner, G. L., Barter, J. T., & Werme, P. H. Patterns of drug use among 
college students: A preliminary report. American Journal of Psychiatry, 1970, 
DIL)? 5=64:; 

Modell, W. Mass drug catastrophes and the roles of science and technology. 
Science, 1967, 156: 346-351. 


Mookerjee, H. C. Two major objections to ganja prohibition. Calcutta 
Review, 1949, 110(7): 1-16. 

Moore, L. A., Jr. Marijuana (cannabis) bibliography, 1960-1968. Los 
Angeles: Bruin Humanist Forum, 1969. 


Moraes Andrade, O. The criminogenic action of cannabis (marihuana) and 
narcotics. Bulletin on Narcotics, 1964, 16(4): 23-28. 


Moreau de Tours, J. J. Du haschich et de l’aliénation mentale. Paris: Masson, 
1845S. 


Moskowitz, H. (Institute of Transportation and Traffic Engineering, University 
of California, Los Angeles, Calif.) Personal communication to the 
Commission, December, 1971. 


Munch, J.C. Marihuana and crime. Bulletin on Narcotics, 1966, 18(2): 15-22. 


Murphy, B. W., Leventhal, A. M., & Balter, M. B. Drug use on the campus: A 
survey of university health services and counseling centers. Journal of the 
American College Health Association, 1969, 17: 389-402. 


Murphy, H. B. M. The cannabis habit: A review of recent psychiatric 
literature. Addictions, 1966, 13(1): 3-25. 

Murray, J. (Ed.) A new English dictionary on historical principles. Vol. 5. 
Linden, Eng.: Oxford Clarendon Press, 1901. 


Myers, H. B. Cross tolerance: Altered susceptibility to codein, heroin, 
cannabis-indica and chloral-hydrate in dogs having an acquired tolerance for 
morphine. Journal of Pharmacology and Experimental Therapeutics, 1916, 8: 
417-437. 


Myers, S. A., & Caldwell, D. F. Effects of marihuana on auditory and visual 
sensation. Michigan Mental Health Research Bulletin, 1969, 3: 20-22. 


363 


Cannabis 


462. 


463. 


464. 


465. 


466. 


467. 


468. 


469. 


470. 


471. 


472. 


473. 


474. 


475. 


476. 


477. 


478. 


479. 


Nahas, G. G. Cannabis sativa—an overall view. Unpublished manuscript, 
Columbia University, New York, nd. 


Napke, E. (Department of National Health and Welfare, Food and Drug 
Directorate, (now Health Protection Branch) Biostatistics Division, Ottawa, 
Ont.) Personal communication to the Commission, 1971. 


Narcotic Addiction Foundation of British Columbia. Brief submitted to the 
Commission, Vancouver, October 30, 1969. 


National Organization for the Reform of Marijuana Laws. Statement of R. 
K. Stroup. Press release, May 17, 1971. (Contains statements by N. Zinberg, L. 
Wurmser, J. Fort, A. T. Weil, S. Snyder, & L. Grinspoon) 


Nattrass, F. J. Cerebral atrophy in young cannabis smokers. (Letter to the 
editor) Lancet, 1971, 2(7737): 1314. 


Neihardt, J. Black Elk speaks of his great vision. In G. Andrews, & S. 
Vinkenoog (Eds.), The book of grass: An anthology of Indian hemp. New 
York: Grove Press, 1967. Pp. 50-63. 


Neu, R. L., Powers, H. O., King, S., & Gardner, L. I. Cannabis and 
chromosomes. (Letter to the editor). Lancet, 1969. P. 675. 


Neumeyer, J. L., & Shagoury, R. A. Chemistry and pharmacology of 
marijuana. Journal of Pharmaceutical Sciences, 1971, 60(10): 1433-1457. 


Newfoundland Department of Health and Newfoundland Medical 
Association. Survey of doctors. Cited in Newfoundland Medical Association 
brief submitted to the Commission. St. John’s, Newfoundland, October 24, 
1970. 


New York Academy of Science. Discussion. Conference on Marijuana: 
Chemistry, Pharmacology and Patterns of Social Usage, New York, May, 
1971. 

New York Times. Marijuana turns youth away from beer. New York Times, 
1970, 47: 1. 

New Zealand, Board of Health, Committee on Drug Dependency and Drug 
Abuse in New Zealand. First report. Wellington: Government Printer, 1970. 
(New Zealand Board of Health Report Series, 1970, no. 14) 

Nichols, J. L. Drug use and highway safety: A review of the literature. 
Report DOT-HS-012-1-019. Unpublished manuscript, U.S. Department of 
Transportation, National Highway Traffic Safety Administration, Washington, 
D.C., July, 1971. 

Nisbet, C. T., & Vakil, F. Some social and economic characteristics of UCLA 
student marijuana users. Social Science Quarterly, 1971, 52(1): 179-189. 
Norton, W. A. The marihuana habit: Some observations of a small group of 
users. Canadian Psychiatric Association Journal, 1968, 13(2): 163-173. 


Nowlis, H. H. Drugs on the college campus. Garden City, New York: 
Doubleday, 1969. 


Oestreicher, P., Farmilo, C., Miller, R. D., McNaughton, B., Phelps, D., 
Willinsky, M., & Mechoulam, R. Chemical aspects of cannabis: A survey of 
existing information. Unpublished Commission research project, 1971. 
Oestreicher, P., Miller, R. D., Beckstead, H., Marshman, J., Larssen, G., 
Hemmings, B., Green, M., & Farmilo, C. Chemical analysis of street drugs. 
Unpublished Commission research project, 1971. 


364 


480. 


481. 


482. 


483. 


484. 


485. 


486. 


487. 


488. 


489. 
490. 


491. 


492. 


493. 


494. 


495. 


496. 


497. 


498. 


References — 2. Cannabis and Its Effects 


Ohlsson, A., Abou-Chaar, C. I., Agurell, S., Nilsson, I. M., Olofsson, K., & 
Sandberg, F. Cannabinoid constituents of male and female cannabis sativa. 
Bulletin on Narcotics, 1971, 23(1): 29-32. 


Oki, G., & Sisson, B. V. A study of marihuana users and usage. Unpublished 
manuscript, Project F-169. Sub-studies 1-16 & 34-70, 2-16 & 34-70, 3-16 & 
34-70. Addiction Research Foundation, Toronto, 1970. (Supplemented by 
personal communications to the Commission, 1971) 


O’Shaughnessy, W. B. On the preparations of the Indian hemp, or Gunjah 
(Cannabis indica): Their effects on the animal system in health, and their utility 
in the treatment of tetanus and other convulsive diseases. Provincial Medical 
Journal and Retrospect Medical Sciences, 1843, 5: 343. 


Pahnke, W. N., & Richards, W. A. Implications of LSD and experimental 
mysticism. Journal of Religion and Health, 1966, 5(3): 175-208. 

Panzica, N. Legal grass: A caseworker’s view. Criminal Law Quarterly, 1971, 
13(4): 445-452. 

Parker, K. (Hine Laboratory, San Francisco, Calif.) Personal communications 
to the Commission, 1970. 


Pars, H. G., & Razdan, R. K. Tetrahydrocannabinols and synthetic analogs. 
Paper presented at New York Academy of Sciences Conference on Marijuana, 
Chemistry, Pharmacology and Patterns of Social Usage, May, 1971. 

Paschelke, G. (Department of Neuropsychopharmacology, Schering AG, 
Berlin, Germany) Personal communication to the Commission, April, 1971. 


Paton, W. D. M. Drug dependence—a sociopharmacological assessment. 
Advancement of Science, 1968, 25: 200-212. 


Paton, W.D.M. Cannabis. Zenith, 1970, 8(1): 15-17. 


Paton, W. D. M. (Department of Pharmacology, Oxford University, 
England) Personal communications to the Commission, 1970 & 1971. 


Paton, W. D. M., & Pertwee, R. G. The general pharmacology of cannabis. 
Acta Pharmaceutica Seucica, 1971, 8: 691. (Abstract) 


Patterson, P.G.R. A rebuttal to Campbell, et al.: Cerebral atrophy in young 
cannabis smokers. Unpublished manuscript, Hospital for Sick Children, 
Toronto, February, 1972. 

Paulus, I. Psychedelic drug use on the Canadian Pacific coast: Notes on the 
new drug scene. International Journal of the Addictions, 1969, 4(1): 77-88. 


Pearlman, S. Drug use and experience in an urban college population. 
American Journal of Orthopsychiatry, 1968, 38(3): 503-514. 


Perez-Reyes, M., Lipton, M. A., & Wall, M. E. The metabolism of delta- 
9-tetrahydrocannabinol in human subjects. Paper presented at the 5th World 
Congress of Psychiatry, Ciudad de Mexico, November, 1971. 


Perna, D. Psychotogenic effect of marihuana. Journal of the American 
Medical Association, 1969, 209(7): 1085-1086. 


Perry, C. New product line to hit grass market. Rolling Stone, January GZ 
197.1 


Persaud, T. V. N., & Ellington, A. C. Teratogenic activity of cannabis resin. 
(Letter to the editor) Lancet, 1968. Pp. 406-407. 


365 


Cannabis 


499. 


500. 


501: 


502. 


503: 


504. 


a Bag 


506. 


SUE 


508. 


SET 


shy 


elie 


aid We 


So: 


514. 


SH), 


Persyko, I. Marihuana psychosis. (Letter to the editor) American Journal of 
Psychiatry, 1970, 126(11): 1675-1676. 


Persyko, I. Marihuana psychosis revisited. (Letter to the editor) Journal of the 
American Medical Association, 1971, 216(1): 144. 


Peterson, K. E. (United States Agricultural and Natural Resources Extension 
Services, Washington, D. C.) Personal communication to the Commission, 
December, 1971. 


Phillips, R. N., Turk, R. F., & Forney, R. B. Acute toxicity of delta- 
9-tetrahydrocannabinol in rats and mice. Society for Experimental Biology and 
Medicine, 1971, 136(1): 260-263. 

Phillips, R. N., Turk, R. F., Manno, J., Jain, N. Crim, D.,\ & Porncymaies 
B. Seasonal variation in cannabinolic content of Indiana marihuana. Journal 
of Forensic Sciences, 1970, 15(2): 191-200. 


Pillard, R. C. Marihuana. New England Journal of Medicine, 1970, 283(6): 
294-303. 


Podolsky, S. Effect of marihuana on glucose tolerance test (GIT). Paper 
presented at the New York Academy of Sciences Conference on Marijuana: 
Chemistry, Pharmacology and Patterns of Social Usage, New York, May, 
19712 


Polonsky, D., Davis, G. F., & Roberts, C. F. A follow-up study of the juvenile 
drug offender. Sacramento, Calif.: Institute for the Study of Crime and 
Delinquency, 1967. 


Pond, D. A. Psychological effects in depressive patients of the marihuana 
homologue synhexyl. Journal of Neurological and Neurosurgical Psychiatry, 
1948 a tle 27129: 


Popham, R. E. (Ed.) Alcohol and alcoholism. Toronto: University of Toronto 
Press, 1970. 


Postel, W. B. Marijuana use in Vietnam: A preliminary report. United States 
Army Vietnam Medical Bulletin, 1968, 10(11): 56-59. 


Potvin, R. J., & Fried, P. A. Acute and chronic effects on rats of (-)- A '_trans- 
tetrahydrocannabinol on unlearned motor tasks. Unpublished manuscript, 
Psychology Department, Carleton University, Ottawa, 1972. 


Powelson, D. H. Clinical notes on the use of marihuana. Unpublished 
statement to the California Trial Judges, Student Health Services, University of 
California, Berkeley, October, 1970. 

Pretoria Mental Hospital, Medical Staff. Mental symptoms associated with 
the smoking of dagga. South African Medical Journal, February 12, 1938. Pp. 
85-88. 

Prince, R., Greenfield, R., & Marriott, J. Ganja: The benevolent alternative? 
Unpublished manuscript, Mental Hygiene Institute, Montreal, 1971. 

Rafaelsen, L., Bech,- P., Christup, H., & Rafaelsen, O. J. Cannabis and 
alcohol: A comparison of psychological effects. Unpublished manuscript, 
Rigshospitalet, Psychochemistry Institute, Copenhagen, 1971. 

Rafaelsen, O. J., Bech, P., Christiansen, J., Christrup, H., Kofod, B., Nyboe, J., 
& Rafaelsen, L. Cannabis and alcohol: Effects on simulated driving. Paper 
presented at the Sth World Congress of Psychiatry, Ciudad de Mexico, 
November, 1971. 


366 


LG: 


eu lite 


518. 


le 


520: 


SVAK. 


apd. 


SVs 


524. 


20 


526. 


248 


528. 


Bowe 


530. 


Sit: 


References — 2. Cannabis and Its Effects 


Razdan, R. K., Zitke, B. A., Weinhardt, K. K., Howes, J. F., Dalzell, B. C., 
Dalzell Hee Gs, Sheehanwel Cl sPars; Hy GeeDewcyme Weiee comtians, 1 Le. 
S. Water-soluble derivatives of A'- and A '“°-THC’s and the synthesis of the 
metabolite of A!'®-THC. Acta Pharmaceutica Suecica, 1971, 8: 677-678. 
(Abstract) 


Reid, L. D. An investigation into pursuit tracking in the presence of a 
disturbance signal. Canadian Aeronautics and Space Institute Transactions, 
1970, 3(1): 35-44. 

Reid, L. D., Hansteen, R. W., & Miller, R. D. The effects of cannabis and 
alcohol on psychomotor tracking performance. Unpublished Commission 
research project, 1971. (A preliminary summary appears in Annex A of 
Chapter 2 of this Report) 


Renault, P. F., Schuster, C. R., Heinrich, R., & Freedman, D. X. Marihuana: 
Standardization of smoke administration and dose effect curves on heart rate in 
humans. Paper presented at the National Academy of Science—National 
Research Council Committee on the Problems of Drug Dependence, Toronto, 
EOL 


Repetto, M. J, & Menendez, M. Etude du cannabis recherche 4a partir de la 
plante, de la fumée et des urines. Journal Européen de Toxicologie, 1970, 6: 
392-396. 

Rickles, W. H., Jr., Chatoff, B., & Whitaker, C. Marijuana: A selective 
bibliography, 1924-1970. Los Angeles, Calif.: Brain Research Institute 
Publications Office, 1970. 

Rickles, W. H. Jr., & Whitaker, C. Effects of marijuana on evoked heart rate 
and skin conductance responses. Psychophysiology, 1971, 8(2): 259-260. 
Robins, L. N., Darvish, H. S., & Murphy, G. E. The long-term outcome for 
adolescent drug users: A follow-up study of 76 users and 146 non-users. In J. 
Zubin & A. M. Freedman (Eds.), The psychopathology of adolescence. New 
York: Grune & Stratton, 1970. Pp. 159-180. 

Robinson, A. E. Recovery of cannabis constituents from the hands at 
autopsy. Bulletin on Narcotics, 1971, 23(3): 37-40. 

Robinson, B., & Wright, A. Revival of domestic hemp industry. Chemurgic 
Digest, May 30, 1942. Pp. 75-76. 

Robinson, V. An essay on hasheesh. Medical Review of Reviews, 1912, Part I, 
18(3): 159-169. Part II, 18(5): 300-313. 

Rodin, E. A., Domino, E. F., & Porzak, J. P. The marihuana-induced “social 
high’’: Neurological and electroencephalographic concomitants. Journal of the 
American Medical Association, 1970, 213(8): 1300-1302. 

Rogers, B., Stein, J. P., Martin, N., & Farmilo, R. A study of innovative 
services in Canada. Unpublished Commission research project, 1970-71. 
Roland, J. L., & Teste, M. Le cannabisme au Maroc. Maroc Meédicial, 1958, 
37(397): 694-703. 

Rosevear, J. Pot: A handbook of marihuana. New York: University Books, 
1967. 

Rowell, E. A., & Rowell, R. On the trail of marihuana, the weed of madness. 
Mountain View, Calif.: Pacific Press, 1939. In A. R. Lindesmith, The addict and 
the law. New York: Random House, 1965. 


367 


Cannabis 


32 


5)5)0) 


534. 


2B RE 


536. 


Sei 


538. 


Bye), 


540. 


541. 


542. 


543. 


544. 
545. 


546. 


547. 


548. 


549. 


550. 


Royal Canadian Mounted Police. Brief submitted to the Commission, 
Toronto, October, 1969. 


Royal Canadian Mounted Police. Brief submitted to the Commission, 
Ottawa, March, 1970. (With Appendix 2—Effects of drug abuse: Relationship 
between drug use and criminality) 


Rubin, V. (Research Institute for the Study of Man, New York, 
N.Y.) Personal communications to the Commission, May, 1971, and 
February, 1972. 


Rubin, V., Comitas, L., Beaubrun, M. et al. Study of chronic marihuana users 
in Jamaica. Ongoing research, Research Institute for the Study of Man, New 
York, 1971. 

Russell, J. Survey of drug use in selected British Columbia schools. Vancouver: 
Narcotic Addiction Foundation of British Columbia, 1970. 

Russell, J. (Narcotics Addiction Foundation of British Columbia, Vancouver, 
B.C.) Personal communications to the Commission, 1970-1971. 

Russell, W. R. Cerebral atrophy in young cannabis smokers. (Letter to the 
editor) Lancet, 1971, 2(7737): 1314. 

Ryrfeldt, A. Ramsay, C. H., Agurell, S., Nilsson, I. M., & Widman, 
M. Whole-body autoradiographic studies on the distribution of A bee 
tetrahydrocannabinol (THC) in mice after intravenous administration. Acta 
Pharmaceutica Suecica, 1971, 8: 704-705. (Abstract) 

Sajous, C. E. de M., & Sajous, L. T. de M. Sajous’s analtyic cyclopedia of 
practical medicine. Vol 3. Philadelphia: F. A. Davis, 1924. 

Santos, M., Sampaio, M. R. P., Fernandes, N. S., & Carlini, E. A. Effects of 
Cannabis sativa (marihuana) on the fighting behavior of mice. 
Psychopharmacologia, 1966, 8: 437-444. 

Scheckel, C. L., Boff, E., Dahlen, P., & Smart, T. Behavioral effects in 
monkeys of racemates of two biologically active marijuana constituents. 
Science, 1968, 160: 1467-1469. 

Scher, J. The marihuana habit. (Letter to the editor) Journal of the American 
Medical Association, 1970, 214(6): 1120. 


Schofield, M. The strange case of pot. Harmondsworth, Eng.: Penguin, 1971. 
Schultes, R. E. The plant kingdom and hallucinogens: Part I. Bulletin on 
Narcotics, 1969, 21(3):3=03; 


Schultes, R. E. Random thoughts and queries on the botany of cannabis. In 
C. R. B. Joyce, & S. H. Curry (Eds.), The botany and chemistry of cannabis. 
London: J. & A. Churchill, 1970. Pp. 11-39. 


Schwarz, C. J. LSD, marihuana and the law. British Columbia Medical 
Journal, 1967, 9: 274-285. 

Schwarz, C. J. Toward a medical understanding of marihuana. Canadian 
Psychiatric Association Journal, 1969, 14(6): 591-600. 

Schwarz, C. J. (Student Health Services, University of British Columbia, 
Vancouver, B.C.) Personal communication to the Commission, June, 1971. 
Schwarz, C. J. A toxic theory linking acute cannabis intoxication and regular 
use. Paper presented at the Western Institute of Drug Problems, Marijuana 
Conference, Portland, Oreg., August, 1971. 


368 


ool; 


Bo 22 


AF 


554. 


seine 


556. 


Seg 


Dao 


229) 


560. 


S601) 


562. 


563. 


564. 


565. 


566. 


p67: 


568. 


569. 


p70. 


References — 2. Cannabis and Its Effects 


Segal, M. Science and emotionalism in the marihuana issue. Scotian Journal, 
Halifax, May, 1971. (Supplemented by personal communication to the 
Commission, ) 


Sehon, A. (University of Manitoba, Winnipeg, Man.) Personal 
communication to the Commission, 1971. 

Shean, G. D., & Fechtmann, F. Purpose in life scores of student marihuana 
users. Journal of Clinical Psychology, 1971, 27(1): 112-113. 

Shick, J. F. E., Smith, D. E., & Meyers, F.H. Use of marijuana in the Haight- 
Ashbury subculture. Journal of Psychedelic Drugs, 1968, 2(1): 49-66. 

Shulgin, A. T. Recent developments in cannabis chemistry. Journal of 
Psychedelic Drugs, 1968, 2(1): 14-29. 

Siegel, R. K. (Department of Pharmacology, University of California, Los 
Angeles, Calif.) Personal communication to the Commission, May, 1970. 
Siegel, R. K. Hallucinogens and perceptual changes. Drug Therapy, 
September, 1971. Pp. 34-44. 

Siegel, R. K., Miller, R. D., & Hansteen, R. W. Cannabis induced visual 
imagery. Unpublished Commission research project, 1971. 

Siegel, R. K., & Poole, J. Psychedelic-induced social behavior in mice: A 
preliminary report. Psychological Reports, 1969, 25: 704-706. 

Sigg, B. W. Chronic cannabism: Fruit of underdevelopment and capitalism. 
Unpublished manuscript, Algiers, Algeria, 1963. (Translated from French) 
Sicha s Pei sheep, Wal bates, Lab. Clark) Go FB. Cook, G. W., & Smith, W. 
A. Mariajuana smoking in Panama. Military Surgeon, 1933, 73: 269-280. 
Silver, D. (Jewish General Hospital, Montreal, P.Q.) Personal 
communications to the Commission, May and August, 1971. 

Simmons, J. L. (Ed.) Marihuana: Myths and realities. North Hollywood: 
Brandon House, 1967. 

Singh, M., & Steadward, R. Effects of smoking marijuana on physical 
performance. Unpublished manuscript, Department of Physical Education, 
University of Alberta, 1971. (Supplemented by personal communication to the 
Commission) 

Singhal, R., & Ling, G. M. Report to the Non-Medical Use of Drugs 
Program. Unpublished manuscript, University of Ottawa, October, 1971. 
Skinner, R. F. The state of the art in the analysis of marihuana. Proceedings 
of the Western Pharmacological Society, 1971, 14: 4-9. 

Small, E. An agricultural perspective of marijuana. Unpublished Commission 
research paper, May, 1971. 

Small, E. Interim report on studies of cannabis undertaken jointly by the 
Departments of Agriculture and National Health and Welfare. Unpublished 
report to the Commission, Ottawa, December, 1971. 

Smart, R. G., & Fejer, D. Drug use among adolescents and their parents: 
Closing the generation gap in mood modification. Unpublished manuscript, 
Project J-183, Sub-study 3-7 Sub-study & Jo-70, Addiction Research 
Foundation, Toronto, 1970. 

Smart, R. G., & Fejer, D. Marihuana use among adults in Toronto. 


369 


Cannabis 


ipl 


D2 


215. 


5) /3a! 


574. 


5 fe). 


OG. 


ahs 


Bifisy 
579) 


580. 


ete | 


582. 


D835. 


584. 


585. 


586. 


587. 


588. 


Unpublished manuscript, Project J-183, 6-7 & Jo-71. Addiction Research 
Foundation, Toronto, 1971. 

Smart, R. G., & Fejer,D. Recent trends in illicit drug use among adolescents. 
Canada’s Mental Health, 1971, Suppl. 68. 

Smart, R. G., Fejer, D., & White, J. The extent of drug use in metropolitan 
Toronto schools: A study of changes from 1968 to 1970. Addictions, 1971, 
18(1): 1-17. 

Smith, D. E. Acute and chronic toxicity of marijuana. Journal of Psychedelic 
Drugs, 1968, 2(1): 37-45. 

Smith, D. E. (Ed.) The new social drug: Cultural, medical, and legal 
perspectives on marijuana. Englewood Cliffs, N. J.: Prentice-Hall, 1970. 


Smith, D. E., & Bentel, D. J. Fourth annual report to the legislature. Drug 
abuse information project. Unpublished report, San Francisco Medical Center, 
University of California, San Francisco, December, 1970. 

Smith, D. E., & Luce, J. Love needs care: A history of San Francisco’s Haight- 
Ashbury Free Medical Clinic and its pioneer role in treating drug-abuse 
problems. Boston: Little, Brown & Co., 1971. 

Smith, D. E., & Mehl, C. An analysis of marijuana toxicity. In D. E. Smith 
(Ed.), The new social drug: Cultural, medical and legal perspectives on 
marijuana. Englewood Cliffs, N.J.: Prentice-Hall, 1970. 

Smith, J. P. New developments in drug abuse. Paper presented at the 
National Symposium on Drug Abuse, University of California, San Francisco, 
February, 1972. 

Snyder, S.H. Uses of marijuana. New York: Oxford University Press, 1971. 


Sofia, R. D., Dixit, B. N. & Barry, H., Ill. The effect of A’- 
tetrahydrocannabinol on serotonin metabolism in the rat brain. Life Sciences, 
1971, 10(1): 425-436. 

Sofia, R. D., Kubena, R. K., & Barry, H., III. Comparison of four vehicles for 


intraperitoneal administration of delta-1-tetrahydrocannabinol. Journal of 
Pharmacy and Pharmacology, in press. 


Solomon, D. (Ed.) The marihuana papers. New York: New American Libary, 
1966. 


Solursh, L. (Western Hospital, Toronto, Ont.) Personal communication to the 
Commission, May, 1971. 


Soueif, M. I. Hashish consumption in Egypt, with special reference to 
psychosocial aspects. Bulletin on Narcotics, 1967, 19(2): 1-12. 


Soueif, M. I. The use of cannabis in Egypt: A behavioural study. Bulletin on 
Narcotics, 1971. 23(4): 17-28. 


Spencer, D. J. Cannabis induced psychosis. West Indian Medical Journal, 
1970, 19(4): 228-230. 

Steffenhagen, R. A. Emotional stability and student drug use. Paper 
presented at the First International Conference on Student Drug Surveys, 
Newark, N.J. September 13, 1971. 


Sterne, J., & Ducastaing, C. Les artérites du cannabis indica. Archives des 
Maladies du Coeur et des Vaisseaux 1960, 53(2): 143-147. 


Stevenson, G. H., Lingley, L. R. A., Trasov, G. E., & Stanfield, H. Drug 


370 


ated 


590. 


Dende 


seek 


393: 


594. 


Sw e)- 


576) 


eH 


593: 


SU 
600. 
601. 


602. 


603. 


604. 


605. 


606. 


References — 2. Cannabis and Its Effects 


addiction in British Columbia. Unpublished manuscript, University of British 
Columbia, Vancouver, 1956. 


Stone, H. M., & Stevens, H. M. The detection of cannabis constituents in the 
mouth and on the fingers of smokers. Journal of the Forensic Science Society, 
1969, 9(1&2): 31-34. 

Stringaris, M.G. Hashish addiction: Psychopathology clinical study, sociology, 
criminology. Berlin: Springer, 1939. (Translated from the German) 


Suchman, E. A. The “hang-loose”’ ethic and the spirit of drug use. Journal of 
Health and Social Behavior, 1968, 9(2): 146-155. 


Susser, M. Cerebral atrophy in young cannabis smokers. (Letter to the editor) 
Lancet, 1971, 1(7740): 41-42. 


Sweden, Royal Medical Board’s Committee for Care of Narcotic 
Addicts. Narkotikaproblemet: Del III: Samordnade atgéirder. [The narcotic 
problem: Part III: Coordinated measures]. Stockholm: Offical Government 
Report, 1969, No. 52. 


Symposium on Biochemical and Pharmacological Aspects of Dependence and 
Reports on Marihuana Research, Amsterdam, September, 1971. 
Symposium on the Chemistry and Biological Activity of Cannabis, Stockholm, 


October, 1971. (Abstracts from this meeting were published in Acta 
Pharmaceutica Suecica, 1971, 8: 671-706. 

Takala, M., Pihkanen, T. A., & Markkanen, T. The effects of distilled and 
brewed beverages: A physiological, neurological and psychological study. 
Finnish Foundation of Alcohol Studies, 1957, No. 4. 


Talbott, J. A., & Teague, J. W. Marihuana psychosis. Journal of the American 
Medical Association, 1969, 219(2): 299-302. 


Tart, C. On being stoned: A psychological study of marijuana intoxication. 
Palo Alto, Calif.: Science and Behavior Books, 1971. 

Taylor, B. Central Asia. New York: Scribner, 1893. 

Taylor, N. Narcotics: Nature’s dangerous gifts. New York: Dell, 1966. 
Tennant, F. S., Guerry, R. L., & Henderson, R. L. (Letter to the editor) 
Journal of the American Medical Association, 1971, 217(12): 1707. 

Tennant, F. S., Preble, M., Prendergast, T. J., & Ventry, P. Medical 
manifestations associated with hashish. Journal of the American Medical 
Association, 1971, 216(12): 1965-1969. 

Theodor, L., & Miller, R. D. The effects of marijuana on visual signal 
detection, and the recovery of visual acuity after exposure to glare. 
Unpublished Commission research project, 1971. (A preliminary summary 
appears in Annex A of Chapter 2 of this Report) 

Thompson, D. An outsider looks at some aspects of forestry. Paper presented 
at a meeting of the Ottawa Valley Section of the Canadian Institute of 
Forestry, Ottawa, Ont., November eee Al le 

Thompson, G. R., Rosenkrantz, H., & Braude, M. C. Neurotoxicity of 
cannabinoids in chronically-treated rats and monkeys. Paper presented at the 
American Chemical Society, Washington, September, 1971. 

Thompson, T., & Schuster, C. R. Behavioral pharmacology. Englewood Cliffs, 
N.J.: Prentice-Hall, 1968. 


S74 


Cannabis 


607. 


608. 


609. 


610. 


Gauls 


612. 


G3; 


614. 


615; 


616. 


617. 


618. 


619. 


620. 


621. 


622. 


623. 


624. 


Thurlow, H. J. Brief communications and clinical notes: On drive state and 
cannabis. Canadian Psychiatric Association Journal, 1971, 16(2): 181-182. 


Tiffany, W. J. The mental health of army troops in Viet Nam. American 
Journal of Psychiatry, 1967, 123(12): 1585-1586. 


Time. Message of history’s biggest happening: Woodstock music and art fair. 
Time, 1969.94: 32-33: 


Tinklenberg, J. R. (Stanford University Medical Center, Stanford, 
Calif.) Personal communication to the Commission, April, 1971. 


Tinklenberg, J. R., Kopell, B. S.,) Hollister, Le EX & “Melgesiii Ie 
comparison of the effects of marihuana and ethanol on memory, evoked 
potential, and contingent negative variation. Paper presented at the Cannabis 
Study Group, American College of Neuropsychopharmacology, San Juan, 
Calif., 1970. 


Tinklenberowe | ae Rese Viclzes alate Hollister, L. E. & Gillespie, H. 
K. Marijuana and immediate memory. Nature, 1970, 226(5251): 1171-1172. 


Tinklenberg, J. R., & Stillman, R. C. Drug use and violence. In D.N. Daniels 
et al (Eds.), Violence and the struggle for existence. Boston: Little, Brown, & 
Co; 1970: 


Todd, A. R. Chemistry of the hemp drugs. Nature, 1940, 146(3713): 829- 
830. 


Truitt, E. B., Jr. Biotransformation of tetrahydrocannabinol in animals and 
man. Paper presented at the International Symposium on Drug Abuse, 
Toronto, Ont., August, 1970. 


Truitt, E. B., Jr. Pharmacological activity in a metabolite of 1-trans- A °- 
tetrahydrocannabinol. Federation Proceedings, 1970, 29(2): 619. (Abstract) 


Truitt, E. B., Jr. Some policy considerations of marihuana legalization based 
upon currently evolving research. In Policy concerning drug abuse in New York 
State. Volume II. Croton-on-Hudson, N.Y.: Hudson Institute, 1970. Pp. 48-59. 

Truitt, E. B., Jr. Biologic disposition of tetrahydrocannabinols. Paper 
presented in part at the First Midwestern Conference on Drug Metabolism, 
University of Cincinnati, Cincinnati, Ohio, January, 1971. 

Truitt, E. B., Jr., & Anderson, S. H. Biogenic amine alterations produced in 
the brain by tetrahydrocannabinols and their metabolites. Annals of the New 
York Academy of Science, 1971, in press. 

Turk, R. F., Manno, J. E., Jain, N. C., & Forney, R. B. The identification, 
isolation, and preservation of A ’-tetrahydrocannabinol (A? THC). Journal of 
Pharmacy and Pharmacology, 1971, 23: 190-195. 

Turk Ro Fe Poillipssa RNs a vanno E,,. Jain, N. C., & Porneyaai 
B. Separation of marihuana components by gas-liquid chromatography. 
Toxicology of Applied Pharmacology, 1970, 17(1): 313. 

Turner, C. (School of Pharmacy, University of Mississippi, University, 
Miss.) Personal communication to the Commission, November, 1971. 

Tylden, E. Cannabis taking in England. Newcastle Medical Journal, 1968, 
30(6); 533. 

Udell, J. G., & Smith, R. S. Attitudes and the usage of other drugs among 
users and nonusers of marijuana in a high school population. Bureau of 


Sith 


625. 


626. 


627. 


628. 


629. 


630. 


O3ils 


G32; 


G33: 


634. 


OS, 


636. 


637. 


638. 


639. 


640. 


References — 2. Cannabis and Its Effects 


Business Research and Service, Graduate School of Business, University of 
Wisconsin, Madison, Wis., October 1969. (Wisconsin Project Reports, 4, no. 4.) 


Ungerleider, J. T., Fisher, D. D., Goldsmith, S. R., Fuller, M., & Forgy, E. A 
statistical survey of adverse reactions to LSD in Los Angeles County. American 
Journal of Psychiatry, 1968, 125(3): 108-113. 


Ungerleider, J. T., Frank, I., & Feinstein, D. (UCLA Neuropsychiatric Institute, 
Los Angeles, Calif.) Personal communication to the Commission, February, 
1972. 


Union of South Africa, Inter-departmental Committee on the Abuse of 
Dagga. Report. Pretoria: Government Printer, 1952. 


United Nations, Division of Narcotic Drugs. Bibliography: Cannabis sativa. 
Bulletin on Narcotics, 1951, 3(1&2) (and current supplements). 


United Nations Economic and Social Council. The question of cannabis: 
Cannabis bibliography. E/CN.7-479. September, 1965. 


United States Congress, House, Committee on Armed Services. Inquiry into 
alleged drug abuse in the armed services: Report of a special subcommittee, 92d 
Cong., 2d sess., Washington, D.C.: U.S. Government Printing Office, 1971. 


United States Department of Health, Education, and Welfare. Marihuana 
and Health. Washington, D.C.: U.S. Government Printing Office, 1971. (First 
annual report to Congress) 


United States Information Service. U.S. orders halt in use of herbicide. 
United States Embassy, Ottawa, April 21, 1970. (Press release) 


United States President’s Commission on Law Enforcement and 
Administration of Justice. Task Force report: Narcotics and drug abuse. 
Washington, D. C.: U.S. Government Printing Office, 1967. 


United States, National Commission on the Causes and Prevention of Violence, 
Research Staff. Crimes of violence. Vol. 12. Washington, D.C.: USS. 
Government Printing Office, 1969. (Staff report prepared by D. J. Mulvihill, M. 
M. Tumin, & L. A. Curtis) 


United States, White House Conference on Narcotic and Drug 
Abuse. Proceedings. Washington, D. C.: U.S. Government Printing Office, 
1962. 


Unwin, J. R. Non-medical use of drugs with particular reference to youth. 
Canadian Medical Association Journal, 1969, 101: 72-88. (Position paper 
included in Canadian Medical Association brief to the Commmission, 
November 7, 1969) 

Unwin, J. R. (Allan Memorial Institute of Psychiatry, Montreal, 
P.Q.) Personal communication to the Commission, May, 1971. 

Van Sim, M. Discussion. In D. Efron (Ed.), Psychotomimetic drugs. Long 
Island, N.Y.: Raven Press, 1970. 

Vestal, S. Sitting Bull’s vision of victory. In G. Andrews, & S. Vinkenoog 
(Eds.), The book of grass: An anthology of Indian hemp. New York: Grove 
Press, 1967. Pp. 47-49. 

Vogel, V.H. Excerpts from statements regarding marijuana use made by 100 
consecutive heroin addicts. Unpublished manuscript, California Rehabilitation 
Center, August, 1967. 


B73 


Cannabis 


641. 


642. 


643. 


644. 


645. 


646. 


647. 


648. 


649. 


650. 


651. 


652? 


653. 


654. 


659; 


656. 


Go: 


658. 


Volavka, J., Dornbush, R., Feldstein, S., Clare, C., Zaks, A., Fink, M., & 
Freedman, A.M. Marijuana, EEG and behavior. Paper presented at the New 
York Academy of Sciences Conference on Marijuana: Chemistry, Pharmcology 
and Patterns of Social Usage, May, 1971. 


Vree, T. B., Breimer, D. D., van Ginneken, C. A. M., & van Rossum, J. 
M. Identification of the methyl and propyl homologues of CBD, THC and 
CBN in hashish by a new method of combined gas chromatography-mass 
spectrometry. Acta Pharmaceutica Seucica, 1971, 8: 683-684. (Abstract) 


Wahlqvist, M., Nilsson, I. M., Sandberg, F., & Agurell, S. Binding of A'- 
tetrahydrocannabinol to human plasma proteins. Biochemical Pharmacology, 
1970, 19: 2579-2584. 


Waller, C. W. (Research Institute of Pharmacological Sciences, University of 
Mississippi, Miss.) Personal communication to the Commission, April, 1971. 


Waller, C. W., & Denny, J. J. Annotated bibliography of marihuana 1964- 
1970. University, Miss.: The Research Institute of Pharmaceutical Sciences, 
University of Mississippi, 1971. 


Waller, J. A. Chronic medical conditions and traffic safety: Review of the 
California experience. New England Journal of Medicine, 1965, 273(26): 1413- 
1420. 

Waller, J. A. Identification of problem drinking among drunken drivers. 
Journal of the American Medical Association, 1967, 200(2): 124-130. 

Waller, J. A. Drugs and highway crashes. Journal of the American Medical 
Association, 1971, 215(9): 1477-1482. 

Waller, J. A., & Goo, J.T. Highway crash and citation patterns and chronic 
medical conditions. Journal of Safety Research, 1969, 1: 13-27. 

Walters, P. A., Jr., Goethals, G. W., & Pope, H.G., Jr. Drug use and life-style 


among 500 college undergraduates. Archives of General Psychiatry, 1972, 26: 
92-96. 

Walton, R. P. Marihuana: America’s new drug problem. Philadelphia: J. B. 
Lippincott, 1938. 

Warnock, J. Insanity from hasheesh. Journal of Mental Science, 1903, 49: 
96-110. 


Washington, G. Diary notes. In G. Andrews, & S. Vinkenoog (Eds.), The 
book of grass: An anthology of Indian hemp. New York: Grove Press, 1967. P. 
34. 


Washington State Department of Motor Vehicles, Research Division. Project 
METER, an evaluation. Washington State Department of Motor Vehicles, 
Olympia, Wash., January, 1971. 

Waskow, I. E., Olsson, J. E., Salzman, C., & Katz, M.M. Psychological effects 
of tetrahydrocannabinol. Archives of General Psychiatry, 1970, 22(2): 97-107. 


Webster’s Third New International Dictionary. Springfield, Mass.: G.&C. 
Merriam, 1961. 


Weil, A. T. Adverse reactions to marihuana: Classification and suggested 
treatment. New England Journal of Medicine, 1970, 282(18): 997-1000. 


Weil, A. T. Testimony before the National Commission on Marihuana and 
Drug Abuse, Washington, D.C., May 18, 1971. 


374 


659. 


660. 


661. 


662. 


663. 


664. 


665. 


666. 


667. 


668. 


669. 


670. 


68 


O72: 


MRE 


674. 


OTs 


676. 


References — 2. Cannabis and Its Effects 


Weil, A. T. (Sterling, Va.) Personal communication to the Commission, 
August, 1971. 


Weil, A. T., & Zinberg, N. E. Acute effects of marihuana on speech. Nature, 
1969, 222 (5192): 434-437. 


Weil, A. T., Zinberg, N. E., & Nelson, J. M. Clinical and psychological effects 
of marihuana in man. Science, 1968, 162: 1234-1242. 


Welch, B. L., Welch, A. S., Messiha, F. S., & Berger, H.J. Rapid depletion of 
adrenal epinephrine and elevation of telencephalic serotonin by (-)-trans- A ’- 
tetrahydrocannabinol in mice. Research Communications in Chemical 
Pathology and Pharmacology, 1971, 2(3): 382-391. 


Wendt, G. R. Effects of certain drugs used in self-medication in relation to 
driving performance and traffic hazards. Conference Proceedings: Health, 
Medical and Drug Factors in Highway Safety, NAS-NRC Publication 328, 
1954. Pp. 2.26-2.31. 


West, L. J. Effects of long-term use. In N. Q. Brill, The marijuana problem. 
Annals of Internal Medicine, 1970, 73(3): 449-465. 


Whitaker, R. Drugs and the law: The Canadian scene. Toronto: Methuen, 
1969" 


Whitehead, P. C. Head or brain? Drug use and academic performance. 
Unpublished manuscript, Department of Sociology, Dalhousie University, 
Halifax, 1969. 


Whitlock, L. Marijuana. Crime and Delinquency Literature, 1970, 2(3): 363- 
382. 


Whitty, C.W.M. Cerebral atrophy in young cannaois smokers. (Letter to the 
editor) Lancet, 1971, 2(7738): 1381. 

Widman, M., Nilsson, I. M., Nilsson, J. L. G., Sandberg, F., Agurell, S., & 
Granstrand, B. Binding of A'-tetrahydrocannabinol and 7-hydroxy- A'- 
tetrahydrocannabinol to human plasma proteins. Acta Pharmaceutica Suecica, 
1971, 8: 706. (Abstract) 

Williams, E. G., Himmelsbach, C. K., Wikler, A., & Ruble, D. C., Studies on 
marihuana and pyrahexyl compound. Public Health Reports, 1946, 61(29): 
1059-1083. 

Williams, H. R. Treatment of the narcotic addict with some observations on 
other drug dependencies. British Columbia Medical Journal, 1969, 11(1): l1- 
3: 

Willinsky, M.D. Analytical aspects of cannabis chemistry. In R. Mechoulam 
(Ed.), Cannabis—Chemical, pharmacological and clinical aspects. New York: 
Academic Press, 1971, in press. 

Willinsky, M. D. (Department of Pharmacology, University of Toronto, 
Toronto, Ont.) Personal communication to the Commission, 1971. 

Wolff, P. O. Marihuana in Latin America: The threat it constitutes. 
Washington, D.C.: Linacre Press, 1949. (Translated from Spanish) 
Wolstenholme, G. E. W., & Knight, J. (Eds.) Hashish: Its chemistry and 
pharmacology. Boston: Little, Brown & Co., 1945. 


Wood, H. C. On the medical activity of the hemp plant as grown in North 


375 


Cannabis 


Cie 


678. 


679. 


680. 


681. 


682. 


America. In R.R. Lingeman, Drugs from A to Z: A dictionary. New York: 
McGraw-Hill, 1969. P. 151. 

Woodhouse, E. J. (Midwest Research Institute, Kansas City, Mo.) Personal 
communication to the Commission, April, 1971. 

World Health Organization. The use of cannabis: Report of a WHO scientific 
group. (WHO Technical Report Series No. 478), 1971. 

Worm, K., Morkholdt Andersen, J., Nielsen, E., Schou, J., & Steentoft, 
A. Studies on the metabolism and disposition of A’-THC in Danish pigs 
before and after prolonged intravenous administration of A’-THC. Acta 
Pharmaceutica Suecica, 1971, 8: 690-69 1.(Abstract) 

Zimmerberg, B., Glick, S. D., & Jarvick,M.E. Impairment of recent memory 
by marihuana and THC in rhesus monkeys. Nature, 1971, 233(5318): 343-345. 
Zimmering, P., Toolan, J., Safrin, P., & Wortis, S. B. Drug addiction in 
relation to problems of adolescence. American Journal of Psychiatry, 1952-3, 
1093 2222785 

Zinberg, N. E., & Weil, A. T. A comparison of marijuana users and non- 
users. Nature, 1970, 226: 119-123. 


376 


20. 


PAG 


Chapter 3. Legal and Illegal Sources and Distribution of Cannabis 


REFERENCES AND SELECTED BIBLIOGRAPHY 


. Alverson, C. Ketama: Morocco’s hash capital. Rolling Stone, August 5, 1971. 


Pp. 22-24. 


Anonymous. Hashish trade studied by U.N. New York Times, September 20, 
1959; 


. Anonymous. On selling marijuana. In E. Goode (Ed.), Marijuana. New 


Work: Atherton Press, 19707 Pp, 92=102- 


Anonymous. Vermont key point in drug smuggling. Montreal Star, August 
2719 Te 


. Anonymous. Alberta RCMP seizes 600 pounds of hashish. Globe and Mail 


(Toronto), December 14, 1971. 


Anonymous. 600 pounds of hash seized, 7 held. Montreal Gazette, December 
[45097 1: 


Anonymous. Farmers going to pot. Ottawa Citizen, December 16, 1971. P. 1. 


. Aubin, R., & Letourneau, G. Committed users study: Final report. Unpub- 


lished Commission research paper, Montreal, 1970. 


Belair, F., Jr. Mexico is asked to help combat drug smuggling. New York 
Times, September 9, 1969. 


Belair, F., Jr. U.S. officials hope drive at Mexican border will reduce use of 
marijuana by raising its price. New York Times, September 14, 1969. 


. Belair, F., Jr. Drug drive opens at Mexico border. New York Times, Septem- 


bere 2. sLY6p. 

Belair, F., Jr. Operation Intercept: Success on land, futility in the air. New 
York Times, October 2, 1969. 

Bill and Lucy. Rapping with a dealer. Guerilla, April, 1971, 22: 14-16. 
Braun, J. War on hash in the Holy Land. Rolling Stone, January 6, 1972. Pp. 
18-19. 

Carey, J. T. The college drug scene. Englewood Cliffs, N.J.: Prentice-Hall, 
1968. 

Carriere, J. R. R. Personal communication to the Commission, RCMP Head- 
quarters, Ottawa, December 24, 1971. 

Carriere, J. R. R. Personal communication to the Commission, RCMP Head- 
quarters, Ottawa, February 27, 1972. 

Chan, M. The onslaught of the 1970 draught. Rolling Stone, June 11, 1970. 
Couture, P. M. Street dealing: The myth of reality and the reality of myth. 
Unpublished student essay, Sociology Dept. (course #53.255b), Carleton Uni- 
versity, Ottawa, December, 1971. 


Craigie, L. Dealing hashish: The establishment within a subculture. Unpub- 
lished student essay, Sociology Dept. (course #53.255b), Carleton University, 
Ottawa, December, 1971. 

Darrough, W. Committed users study: Vancouver report. Unpublished Com- 
mission research project, 1970. 


aT 


Cannabis 


22h 


23: 


24. 


2, 
0 
Due 
28. 
29: 
30. 


31. 


2s 


Ep 


34. 


35° 


36. 


Sif 


38. 
ake). 
40. 


41. 


42. 


43. 


44. 


45. 


46. 


de Onis, J. Mexican farmers discover big money in grass. New York Times, 
September 21, 1969. 


Dilworth, C. The pusher. Unpublished student essay, Sociology Department 
(course #53:245), Carleton University, Ottawa, April, 1971. 


Eszterhas, J. Goin’ back to Indiana, where dope grows wild. Rolling Stone, 
October 28, 1971. 


Geller, A. S., & Boas, M. The drug beat. Toronto: McGraw-Hill, 1969. 
Goode, E. The marijuana market. Columbia Forum, Winter 1969. Pp. 4-8. 
Goode, E. The marijuana smokers. New York: Basic Books, 1970. 

Green, T. Smugglers. New York: Walker, 1969. 

Hoffman, A. Steal this book. New York: Grove Press, 1971. 

Hughes, J. The junk merchants: International narcotics traffic. Part 5. Omi- 
nous trend: Young people on ‘pot trail’ graduate to narcotics smuggling. 
Christian Science Monitor, June 12, 1970. P. 11. 

Kamstra, J. Dope run. Earth, September 1971. Pp. 66-72. 

Kaplan, M. 3 tons of marijuana seized in Queens. New York Times, Decem- 
ber3ni9/1. 

Kifner, J. Mexico: ‘Panic’ over a marijuana crackdown. New York Times, 
September 14, 1971. 

Kimball, G. The great grass harvest in River City. Scanlan’s, August 1970, 
1(6): 21-26. 

King, W. A rising demand for marijuana lures the young into smuggling. New 
York Times, February 16, 1971. 

King, W. Marijuana selling in the U.S.: Efficiency despite some chaos. New 
York Times, February 17, 1971. 


King, W. The young marijuana sellers: Thousands got started as users. New 
York Times, February 17, 1971. 


Kohn, J. Superpusher. East Village Other, January 10, 1969. Pp. 3, 14-15. 


Kohn, J. Midipusher. East Village Other, January 24, 1969. Pp. 6-7, 21. 
Kramer, L. The grass and hash business at Syracuse University, Fortune, 
1971, 84(3): 102-103. 

Macauley, J. A. Personal communication to the Commission, RCMP Head- 
quarters, Ottawa, January 19, 1970. 

Mandel, J. Myths and realities of marihuana pushing. In J.L. Simmons (Ed.), 
Marihuana: Myths and realities. Hollywood Calif.: Brandon House, 19672 Ra 
58-110. 

Masters, J. The high school drug pusher—he’s happy, personable and rich. 
Toronto Daily Star, April 2, 1971. 

McGlothlin, W. H. Marijuana: An analysis of use, distribution and control 
(revised). Paper prepared for United States Dept. of Justice, Bureau of Narcot- 
ics and Dangerous Drugs, June 1971. 

McNeill, D. Green grows the grass on the lower east side. The Village Voice, 
DecemberslaL9 60. Pp on. 

Perry, C. New product line to hit grass market. Rolling Stone, January 7, 
1971. 


378 


47. 
48. 


49. 


5: 


oak 


D2. 


Sah 


54. 


Sy 


ae, 


De 


58. 


Ss, 


60. 


61. 


62, 


References — 3. Sources and Distribution 


Quebec, Department of Justice. Brief to the Commission, 1969. 

Ric. I turned on 200 fellow students at the U. of Mich. Esquire, September 
DTG Leaked Wis by i BeTO es Kalk 

Ross, A. Tough times come for an underground capitalist. Financial Post, 
March 19, 1971. 

Royal Canadian Mounted Police. Research into organized crime and interna- 
tional drug traffic with replies to questions raised by the Commission. Unpub- 
lished paper, Ottawa, n.d. 

Schanberg, S. H. Peasants harvest hashish for big profits in the Vale of 
Kashmir. New York Times, October 6, 1969. 

Schelling, T. C. Economics and criminal enterprise. Public Interest, Spring, 
E967. 7-.01 738; 

Segal, J.B. Bringing in a couple of keys—what are the risks? New York Times, 
November 29, 1970. 

Stern, M. Farmers in midwest aiding U.S. in plan to wipe out marijuana. New 
York Times, Friday, June 11, 1971. 

Stoddart, K. Committed users study: Vancouver report. Unpublished Com- 
mission research project, 1970. 

Tichborne, R. Tales of Mexico and marijuana. Scan/lan’s, August, 1970, 1(6): 
6-26. 

United States, Bureau of Narcotics and Dangerous Drugs. Drug traffic in South 
America. Unpublished manuscript, 1971. 

United States, the Department of the Treasury, Bureau of Customs. Half- 
billion drug seizures by Customs. News Release, July 26, 1971. 

Waldron, M. The drug scene: Nation’s illegal traffic is valued at up to $400- 
million annually. New York Times, January 12, 1968. 

Warner, E. G. Sources of hallucinogenic drugs, including marijuana: The 
nature and economic significance of the trade. In S. R. Wittenborn, H. Brill, J. 
P. Smith, & S. D. Wittenborn, (Eds.), Drugs and youth. Springfield Ill: C. C. 
Thomas, 1969. Pp. 161-167. 

Woolfrey, J. Committed users study: Winnipeg report. Unpublished Commis- 
sion research project, 1970. 

Zane, M. 5-ton grass bust on the high seas. Rolling Stone, June 10, 1971. 


Sigh 


7 
; a) ve 
| y Pe pereitie ‘aA 
— os satay Ai ih 4 hs agi ae! yey oA 
| | it r swore, a) Aileen ‘iia ott 
neat csdiete he Baga 
in“ =% ® see 
Poth SESS ah Bees Fee pat 
; we" ' ee ahs ee eee | wih 
ne Ne oectetdnw | alien dite Gately, T97" aaieay 
. ‘4 ji Wie yee bint 4 ‘ 
daqiy anit pci ad? yriel eey do Baer aoe Pee es ae 
. : — iV eF ye wre 
wi4ry <theoordalts “ruse eye ts thy l A 
; G Lei. V4 onal. oebas } aay 
vei gd a ; La ‘5 i $ vhie ey Sino. # AT 
2a ueug fla win’ 
potter lurn Gove lo egal a 
‘ 
‘ 1 f ed iV ) pf 1 
. : ’ “<6 se ped as tA Ai a - a uy tthe _ 
i= 
, Hr ot te Ui: o! 2a Soe 
bey oll ad gl, comma, kas bls agg dat Ul ae en . 
} oP Le yer M J ofl ¥ ons 1 f 1 wa i} Y uA! : wl hf ei 
, rat he y of} peas, ' t ‘gent felt co 
A ,! i 5 fs yi 4) te sl oe St Rb, Si ride ee hy 
Dina ‘ZV a, | } Jo GW &J | A * cof, 
Al—twt BY Savy rt) 
wp Su = “ant Gam 
Mer a Ladin tl? -eaits aga Dalian 2 wel aye 
nV! s.3( 7 anes 
{ ; pA 1/47) 
1b pit 4 if Ai} ot (o> | Tih TS Tel ¢ oy / wy Te , “a 
> | 2 ’ 
* j ; Vee ny 
, " ae An 
iy n16 van) vil aiih 
P . it oned i = a 
j ae et ie ( 
fone the orate Oe te Gene eee, 
i oy Bey hy ; airy ‘? ’ } 
r S Mp j - ie net ray) bye dts rie on eur | ‘ 
; 7 p a 


\ a 
\) rs a 


> 


Chapter 4. Patterns and Extent of Cannabis Use 


REFERENCES AND SELECTED BIBLIOGRAPHY 


1. Adler, N. Campus drug culture. Per/Se, Fall, 1966. Pp. 38-41. 


Li; 
18. 


20. 


Adler, N. The antimonian personality: The hippie character type. Psychiatry, 
1968 r 3325-338. 


. Affleck, B. A.,& Dohan, M.E. A descriptive study of a new youth subculture. 


Unpublished master’s dissertation, McGill University School of Social Work, 
Montreal, 1968. 


Ahmed, S.N. Patterns of juvenile drug use. (Doctoral Dissertation, University 
of California, Berkeley) Ann Arbor, Mich.: University Microfilms, 1967. No. 
68-5672. 


. Allen, J. R., & West, L. J. Flight from violence: Hippies and the green 


rebellion. American Journal of Psychiatry, 1968, 125(3): 364-370. 


. Anonymous. Court case shows drug menace here. Montreal Gazette, June 22, 


SRE 


Anonymous. The increasing menace of marijuana. Canadian Medical Assoct- 
ation Journal, 1934, 31: 561. 


Anonymous. Marijuana. Canadian Medical Association Journal, 1934, 31: 
544-546. 


Anonymous. Background on the addicting drugs most frequently used in 
Canada. Addictions, 1961, 8(3): 15-19. 


. Axelrod, C., & Rubinstein, S. Recreational drugs. Unpublished manuscript, 


Office of the Dean of Students, Sir George Williams University, Montreal, 
1969. 


. Becker, H. S. Becoming a marihuana user. American Journal of Sociology, 


1953, 59: 235-242. 


. Becker, H.S. Marihuana use and social control. Social Problems, 1955, 3: 35- 


44. 


Becker, H.S. Outsiders: Studies in the sociology of deviance. Glencoe, N.Y.: 
The Free Press, 1963. 


Becker, H.S. Marihuana: A sociological overview. In D. Solomon (Ed.), The 
marihuana papers. New York: Signet, 1966. Pp. 65-102. 


. Becker, H.S. Personal communication to the Commission at private meeting 


on “Causes and social context of the drug phenomenon’’, December, 1970. 


Biernacki, P., & Davis, F. “Turning off’: A study of ex-marijuana users. 
Paper presented at the Conference on Drug Use and Drug Sub-cultures, 
Asilomar, Calif., February, 1970. 


Bloomquist, E.R. Marijuana. Beverly Hills, Calif.: Glencoe Press, 1968. 


Blum, R.H. A history of cannabis. In R. H. Blum & Associates, Society and 
drugs. San Francisco: Jossey-Bass, 1969. Pp. 61-68. 


Blumer, H. The world of youthful drug use. Add center project: Final report. 
Berkeley, Calif.: School of Criminology, University of California, 1967. 


Brau, J.L. Histoire de la drogue. Paris: Claude Tchou, 1968. 


381 


Cannabis 


eile 


22: 


UB ke 


24. 


DO: 


26. 


Ded 


2S: 


29: 


30. 


31 


32, 
33. 


34. 


SRL 


36. 


MP 


38. 


32: 
40. 


41. 


42. 


Campbell, I. L. Drug use at Bishop’s University (fifth preliminary report). 
Unpublished manuscript, Montreal, January, 1970. 

Campbell, I. L. Non-medical psychoactive drug use at Bishop’s University, 
1965-1970. Unpublished manuscript, Montreal, September, 1970. 

Carey, J.T. The college drug scene. Englewood Cliffs, N. J.: Prentice-Hall, 
1968. 

Carey, J. T. Marihuana use among the new bohemians. Journal of Psych- 
edelic Drugs, 1968, 2(1): 79-92. 

Cisin, I. H., & Manheimer, D. I. Marijuana use among adults in a large city 
and suburb. Paper presented at the New York Academy of Sciences Confer- 
ence on Marijuana, May 20-21, 1971. 

Coleclough, A., & Hanley, L.G. Marijuana users in Toronto. In W. E. Mann 
(Ed.), Deviant behavior in Canada. Toronto: Social Science Publishers, 1968. 
Pp. 257-291. 

Darrough, W. Vancouver report. Sub-study of M. Green, Committed users 
study. Unpublished Commission research project, 1970. 

DeFleur, L. B., & Garrett, G. R. Dimensions of marijuana usage in a land- 
grant university. Journal of Counseling Psychology, 1970, 17(5): 468-476. 

Geis, G. Social and epidemiological aspects of marihuana use. Paper pre- 
sented at the Illinois State Medical Society’s National Symposium on the 
Psychedelic Drugs and Marihuana. Chicago, April 11, 1968. 

Geller, A., & Boas,M. The drug beat. New York: Cowles, 1969. 

Goode, E. The marijuana smokers. New York: Basic Books, 1970. 
Gormely,S. Drugs and the Canadian scene. Toronto: Pagurian Press, 1970. 


Green, M. Committed users study. Unpublished Commission research pro- 
ject 97.17 

Green, M., & Leathers, B. Adult drug users study. Unpublished Commission 
research project, 1971. 

Grinspoon, L. Marihuana reconsidered. Cambridge, Mass.: Harvard Univer- 
sity Press, 1971. 


Grupp, S. E., McCain, M. J., & Schmitt, R. L. Marijuana use in a small 
college: A midwest example. International Journal of the Addictions, 1971, 
6(3): 463-485. 


Hackler, J. C. A sociological perspective on the non-medical use of drugs. 
Unpublished Commission research paper, 1970. 


Haines, L., & Green, W. Marijuana use patterns. British Journal of the 
Addictions, 1970, 65: 347-362. 


Hinckle, W. The social history of the hippies. Ramparts, 1967, 5(9): 5-26. 


Hochman, J.S. Testimony to the Committee on Criminal Procedures. Califor- 
nia State Assembly, Los Angeles, March 30, 1971. 


Kaplan, J. Marijuana: The new prohibition. New York: World Publishing, 
1970. 


Kaplan, R. Review of C. Winick, Marijuana use by young people. In E. 
Harms (Ed.), Drug addiction in youth. Oxford: Pergamon Press, 1965. Pp. 
19-35. Journal of Alcohol Education, 1966, 12(3): 36-38. 


382 


43. 


44. 


45. 


46. 


47. 


48. 


49. 


50. 


le 


D2. 
a3; 


54. 


ae 


56. 


Dui: 


58. 
abel 
60. 


OF 


62. 


63. 
64. 


References — 4. Patterns and Extent of Use 


Kaufman, J., Allen, J. R., & West, L. J. Runaways, hippies and marihuana. 
American Journal of Psychiatry, 1969, 126(5): 163-166. 

Keeler, M. H. Motivation for marihuana use: A correlate of adverse reaction. 
American Journal of Psychiatry, 1968, 125(3): 142-146. 

Keniston, K. Drug use and student values. Paper presented at National 
Association of Student Personnel Administrators Drug Education Conference, 
Washington, D.C., November 7-8, 1966. 

King, J., McDonald, D., & Salloum, H. A survey on the use of marihuana and 
LSD in the University of Saskatchewan, Regina campus, and in Regina high 
schools. Unpublished manuscript, University of Saskatchewan, Regina, n.d. 
Lanphier, C. M., & Phillips, S. B. The non-medical use of drugs and associ- 
ated attitudes: A national household survey. Unpublished Commission research 
project, 1971. 

Lanphier, C. M., & Phillips, S. B. Secondary school students and non-medical 
drug use: A national survey of students enrolled in grades seven through 
thirteen. Unpublished Commission research project, 1971. 

Lanphier, C. M., & Phillips, S. B. University students and non-medical drug 
use: A national survey. Unpublished Commission research project, 1971. 
Letourneau, G., & Aubin, R. Rapport de Montréal. Sub-study of M. Green, 
Committed users study. Unpublished Commission research project, 1970. 
Lingeman, R.R. Drugs from A to Z: A dictionary. New York: McGraw-Hill, 
1969. 


Lipton, L. The holy barbarians. New York: Jullian Messner, 1959. 


Malcolm, X. The autobiography of Malcolm X. New York: Grove Press, 
1964. 


Manheimer, D.I. Marijuana use among adults in two San Francisco Bay area 
locales. Paper presented at the Conference on Drug Usage and Drug Sub- 
cultures, Asilomar, Calif., February 12, 1970. 


Manheimer, D. I., Mellinger, G. D., & Balter, M. B. Marijuana use among 
urban adults. Science, 1969, 166(3912): 1544-1545. 


Manheimer, D. I., Mellinger, G. D., & Balter, M. B. Use of marijuana among 
an urban cross-section of adults. Unpublished manuscript, San Francisco, 1969. 


Marchuk, E. Montreal report. Sub-study of M. Green, Committed users 
study. Unpublished Commission research project, 1970. 


Matza,D. Becoming deviant. Englewood Cliffs, N.J.: Prentice-Hall, 1969. 
Mayer, N. How the middle class turns on. New York, 1969, 2(42): 42-46. 


Mayor’s Committee on Marihuana. The marihuana problem in the city of New 
York. Lancaster, Penn.: Jacques Cattell Press, 1944. (The La Guardia report) 


McGlothlin, W. H., Arnold, D. O., & Rowan, P. K. Marijuana use among 
adults. Psychiatry, 1970, 33(4): 433-443. 


McReynolds, D. Hipsters unleashed. In S. Krim (Ed.), The beats. Greenwich, 
Conn.: Fawcett, 1960. Pp. 202-210. 


Mezzrow, M., & Wolfe, B. Really the blues. Toronto: Signet, 1964. 


Mirin, S. M., Shapiro, L. M., Meyer, R. E., Pillard, R. C., & Fisher, S. Casual 
versus heavy use of marijuana: A redefinition of the marijuana problem. 
American Journal of Psychiatry, 1971, 127(9): 54-60. 


383 


Cannabis 


65. 


66. 


G17 


68. 


69. 


70. 


71. 


12 
73. 


74. 


(ier, 


76. 


ligt 


78. 


To 


80. 


81. 


82. 


83. 


84. 


Mizner, G. L., Barter, J. T., & Werme, P. H. Patterns of drug use among 
college students: A preliminary report. American Journal of Psychiatry, 1970, 
127(1): 55-64. 

Narcotic Addiction Foundation of British Columbia, Research Depart- 
ment. Drug use among Vancouver secondary students. Unpublished manu- 
script, Vancouver, 1971. 

Oki, G., & Sisson, B. V. A study of marihuana users and usage. Unpublished 
manuscript, Project F-169. Sub-studies 2-16 & 34-70, 3-16 & 34-70. Addic- 
tion Research Foundation, Toronto, 1970. (Supplemented by personal commu- 
nication to the Commission) 

Paulus, I. Psychedelic drug use in Vancouver: Notes on the new drug scene. 
Vancouver: Narcotic Addiction Foundation of British Columbia, August, 1967. 
Paulus, I. Psychedelic drug use on the Canadian Pacific coast: Notes on the 
new drug scene. International Journal of the Addictions, 1969, 4(1): 77-88. 
Paulus, I., & Williams, H.R. Marihuana and young adults. British Columbia 
Medical Journal, 1966, 8(6): 240-244. 


Pearlman, S., Philip, A. F., Robbins, L., Robbins, E. S., Robinson, E., & 
Schmitter, B. The college drug scene: Adventures in epidemiological research. 
Paper presented at the Symposium on Students and Drugs, 55th Annual 
Convention of the American Educational Research Association, New York, 
February, 1971. 

Polsky, N. Hustlers, beats and others. Chicago: Aldine, 1967. 

Priest, T. B., & McGrath, J. H. Techniques of neutralization: Young adult 
marijuana smokers. Criminology, 1970, 8: 185-194. 

Rigney, F. J., & Smith, L. D. The real bohemia. New York: Basic Books, 
19614 

Roffman, R. A., & Sapol, E. Marijuana in Vietnam: A survey of use among 
army enlisted men in the two southern corps. International Journal of the 
Addictions, 1970, 5(1): 1-42. 

Ruddy, J. Some of the best people smoke pot. Maclean’s, 1969, 82: 35-38. 
Rush, G. B. Tune in, turn on, drop out. Brief submitted to the Commission, 
Vancouver, October, 1969. 

Russell, J.S. Survey of drug use in selected British Columbia schools. Vancou- 
ver: Narcotic Addiction Foundation of British Columbia, 1970. 

Sadava, S. W. Stages of drug use: A methodological contribution to cross- 
sectional study. Unpublished manuscript, Loyola College, Montreal, 1970. 
Schaps, E., & Sanders, C. R. Purposes, patterns, and protection in a campus 
drug using community. Journal of Health and Social Behavior, 1970, 11(2): 
135-145. 

Schofield, M. The strange case of pot. Middlesex, Eng.: Penguin, 1971. 

Shick, J. F. E., Smith, D. E., & Meyers, F.H. Use of marijuana in the Haight- 
Ashbury subculture. Journal of Psychedelic Drugs, 1968, 2(1): 49-66. 

Shick, J. F. E., Smith, D. E., & Meyers, F. H. Patterns of drug use in the 
Haight-Ashbury neighborhood. Clinical Toxicology, 1970, 3(1): 19-56. 

Siler, J. F., Sheep, W. L., Bates, L. B., Clark, G. F., Cook, G. W., & Smith, W. 
A. Mariajuana smoking in Panama. Military Surgeon, 1933, 73: 269-280. 


384 


85. 


86. 


87. 


88. 


89. 


Ue 
ole 


w2: 


SBP 


94. 


95: 


96. 


24. 


98. 


ke 


100. 


101. 


102. 


References — 4. Patterns and Extent of Use 


Simmons, J. L., & Winograd, B. It’s happening: A portrait of the youth scene 
today. Santa Barbara, Calif.: Marc-Laird Publications, 1966. 

Smart, R. G., Fejer, D., & White, J. The extent of drug use in metropolitan 
Toronto schools: A study of changes from 1968 to 1970. Toronto: Addiction 
Research Foundation, 1970. 

Smart, R. G., & Jackson, D. A preliminary report on the attitudes and 
behaviour of Toronto students in relation to drugs. Toronto: Addiction Research 
Foundation, 1969. 

Smart, R. G., & Jackson, D. The Yorkville subculture: A study of the life styles 
and interactions of hippies and non-hippies. Toronto: Addiction Research Foun- 
dation, 1969. 

Smith, D. E. (Ed.) The new social drug: Cultural, medical and legal perspec- 
tives on marijuana. Englewood Cliffs, N.J.: Prentice-Hall, 1970. 

Steinbeck, J. Jn touch. New York: Dell, 1968. 

Stoddart, K. Vancouver report. Sub-study of M. Green, Committed users 
study. Unpublished Commission research project, 1970. 

Suchman, E. A. The “hang loose” ethic and the spirit of drug use. Journal of 
Health and Social Behavior, 1968, 9(2): 146-155. 

United States, Congress, House, Committee on Armed Services, Inquiry into 
alleged drug abuse in the armed services: Report of a special subcommittee. 92d 
Cong., 2d sess., 1971, H.A.S.C. 92-4. 

United States, Department of Health, Education and Welfare. Marihuana 
and health. Washington, D.C.: U.S. Government Printing Office, 1971. 

Vincent, D., & Tarasoff, N. Research report of summer transient youth. Winni- 
peg: Community Welfare Planning Council, 1969. 

Walton, R. P. Marihuana: America’s new drug problem. Philadelphia: J. B. 
Lippincott, 1938. 

Watts, W.D. The psychedelic experience: A sociological study. Beverly Hills, 
Calif.: Sage, 1971. 

Weakland, J.H. Hippies: What the scene means. In R. H. Blum & Associates, 
Society and drugs. San Francisco: Jossey-Bass, 1969. Pp. 343-372. 

Winick, C. Marihuana use by young people. In E. Harms (Ed.), Drug addic- 
tion in youth. Oxford: Pergamon Press, 1965. Pp. 19-35. 

Wolk, D. J. Marijuana on the campus: A study at one university. Journal of 
the American College Health Association, 1968, 17: 144-149. 

Woolfrey, J. Winnipeg report. Sub-study of M. Green, Committed users 
study. Unpublished Commission research project, 1970. 

Yablonsky, L. The hippie trip. New York: Pegassus, 1968. 


385 


« _ ' 


7 ‘ 
7 rar 
i . ‘ 1 bia oe — 
Se _ 3 


iedalle 


ae p eo ogy ends eae ee | i 


bse ee Peth Yo > wt A caw * ot ore" 


i 40g) 


bMS cesta} ok aN Ph Fagen vag oman 


9 O* 
e pidene Wanseawry seca IAT emia 
ite ie qatar? ince Daag OT goede * 2 F ain 
‘ dencra pi he Cap en me ant wiantinowbe eens Y cis Aegis 
isl. Suw-ayadin 2-16 Me Si eal ewang 
' pant Sraeeliotn, Mabel Ma igen 1D Ps a 
jit] iujal re eh. Fes eT wsiqg\)-ceet Shh Mane 6 atria 
ede 3 gia aia f «Ripe luis 
weedy res CValetw Gans ope va niga eal Gz 4s real 
jaws git Codi peationn “i Lire mae lire reer 
Bae! (iotbohusl fw te tetany OA, Miser 
née fe Dts b>. Phu eerureages ia ove Wu cle tania 
Pal? pied (os a eet Holecinim abo beidehnegn 3 t - 
* iT PONL 1 tes EpUlta, Gd TT (Pa eeodl sont awk PASSe 
Pag ctl pe BAZ cubed Inet heels 
i) sab: PSY h y oO Ni} Marte eis pie pA 
> S2AS 118) od ete 
yAintoe iy sgttA | ee > ee ape Seba) “Aetse 
wee |) SOR} errant ieee pA) ddd af erie) aie 
‘ af . igs bint“ 7 ’ ? ii = 
: aot TW +P Santis ey 
ingM mw “> hi wl 4" 
P eve 
| ; " en ae ty eatiehkess Tite it 2 
*RA\ 4 
F 
; 1 in m'4 ors sae CP tm) ’ 7 
} ' : Pryen | vac’ 2c wed 
i MH? WP Slew “ter ¢o 3a02 firaahs 3 


' 
Y ao ae exe Rit ws bag hy ere e 


; /-2ayovim ie ete Meh Gries’ ue, wy 
A} 15! Rice nates’ ibe eae 
bmg ate! Gh “egies Ai seen, Weog7 
‘ isda: PY] eee eee dco lehman 


vA visa, e wo iv ty Ne cieie seh «4 L eh * . 


rie «if J hs ‘ eS, (Orr. ial 

i . Fee 6... d» Wbamery ©, 4 cK mercies 

te Svan ap fase Mee t> Gag), FO eh oe * 

; . ‘il, 1d Th & Mev, F ‘i Vane of a 
4 wal hice) eae anbased, Cilaieel Te saghogs 197U, 4 ‘= 
s).. (Shey Wb eet, i, Chath, G.P.¢ 
lat pighe (ayO4 oye ae Milkary Sane 1% 
y ar a 


AY ' 


, : 


" 


Glossary 


Glossary 


Abstinence Syndrome. See withdrawal syndrome and physical dependence. 
Acute. Of short duration and, usually, of relatively high intensity. 


Addiction (drug). An ambiguous term with various meanings in different 
situations. The concept usually implies a strong psychological dependence or 
compulsion to use and/or physical dependence (withdrawal symptoms in 
abstinence) and, often, folerance and a tendency to increase dose. Many feel 
that the term has little general scientific value and should be replaced with 
more specific concepts. 


Additive Drug Effect. A response to a combination of drugs which is of greater 
magnitude than the effect of each drug alone. Various types of positive 
interaction effects are often further distinguished in the pharmacological 
literature. 


Administration (drug). The process of introducing a drug into the body (e.g., 
swallowing, inhaling or injecting). 


Adverse Reaction (drug). A drug reaction which is considered unpleasant or 
harmful psychologically and/or physiologically. 


After-image (visual). Visual sense impressions remaining after specific exter- 
nal stimulation of the eye has ceased. 


Alienation. A sense of estrangement from society, usually characterized by 
feelings of powerlessness and meaninglessness. 


Amotivational Syndrome. A set of symptoms including apathy, ineffectiveness, 
and non-productiveness, considered to reflect a deficit in general moti- 
vation. It has been suggested that such a syndrome may result from the 
chronic use of certain drugs. 


Amphetamines. A group of synthetic stimulant drugs which are commonly 
used to increase alertness and activity (as ‘pep pills’) to reduce appetite (as 
‘diet pills’) and to produce a state of euphoria. Benzedrine®, Dexedrine ® 
and Methedrine® are examples. (Compare speed.) 


Anaesthesia. The loss of feeling or sensation, and may imply (with general 
anaesthetics) a loss of consciousness. 


Analgesic. Pain relieving. 


Antagonist (drug). A drug which blocks or counteracts certain effects of 
another drug. 


Aphrodisiac. Sex-drive stimulating. 
Ataxia. Impaired co-ordination of movement. 


Attention. The selective focussing of awareness on certain aspects of the 
environment. 


Autokinetic Effect. The apparent movement of a small stationary point of 
light viewed in the dark. The perceived movement is often a slow drift with 
occasional and irregular changes in direction. 
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Autonomic Nervous System. A division of the nervous system concerned with 
the regulation of smooth muscles and glands, and generally not subject to 
voluntary control. 


Average. A measure which describes what is typical of a group with respect to 
some trait, characteristic, or variable. It is often used as synonymous with 
the mean. (Compare mean, median, mode.) 


Barbiturates. A group of sedative drugs derived from barbituric acid, com- 
monly used to reduce tension, facilitate sleep, or as an anaesthetic, or anti- 
convulsant. 


Behavioural Dependence. See psychological dependence. 


Bhang. A term used in India for marijuana. It may be smoked or taken as a 
drink. 


Biotransformation. See metabolism. 


Blood Alcohol Level (b.a.l.). The concentration of alcohol in the blood 
(usually represented in per cent by weight). 


Blood Pressure. The pressure of the blood in the arteries, dependent on the 
action of the heart and the resistance of the blood vessels. Blood pressure is 
called “diastolic”? when the ventricles of the heart are relaxed and “sys- 
tolic’’ when the ventricles are contracted. 


Breathalyzer. An instrument which gives an estimate of the blood alcohol level 
by measuring the amount of alcohol in the air exhaled from the lungs. 


Cannabidiol (CBD). One of the major cannabinoids generally present in 
cannabis. CBD has little direct acute effect. 


Cannabinoid. A class of Carbon 21 compounds typical of, or present in, 
Cannabis sativa, including a number of carboxylic acids, analogues and 
transformation products. Similar synthetic compounds are also termed 
cannabinoids. THC, CBD, and CBN are the three major groups of 
cannabinoids. 


Cannabinol (CBN). One of the major cannabinoids often present in cannabis. 
CBN has little direct acute effect. The term has also often been used to refer 
to the cannabinoids collectively, but this latter usage is becoming 
uncommon. 


Cannabis. A general term for various preparations of Cannabis sativa and 
cannabinoids. Marijuana, hashish, and THC are examples of different 
forms of cannabis. 


Cannabis sativa L. An herbaceous annual plant which readily grows untended 
in temperate climates. Also called hemp. The plant is valued for its fibre 
and for its psychotropic qualities. 


Carcinogenic. Cancer producing. 

Cardiovascular. Pertaining to the heart and blood vessels. 
CBD. See cannabidiol. 

CBN. See cannabinol. 


Central Nervous System (CNS). That portion of the nervous system consist- 
ing of the brain and spinal cord. 
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Charas. A term used in India for hashish (cannabis resin). 


Choice Reaction Time. Reaction time in a task which requires the subject to 
make a different response to different stimuli presented. 


Chromosomes. Thread-like materials in the nucleus of a cell which contain 
the genes (the factors responsible for transmission of inherited 
characteristics). 


Chronic. Persisting over a long period of time. 


Clyde Mood Scale (CMS). A test which can be used to measure changes in 
human emotions and behaviour produced by drugs. The subject is rated by 
himself or by others on 48 descriptive adjectives. Six independent factor 
scores are calculated from these ratings. 


CNS. See central nervous system. 


Cognition. The intellectual faculty of knowing, thinking, perceiving and 
reasoning, as opposed to emotion and will. 


Compensatory Tracking. A psychomotor tracking test in which the subject is 
presented with a moving stimulus and a fixed target which represents the 
desired output. The objective is to compensate for the movement of the 
stimulus causing it to coincide with the target. 


Conjunctival Congestion (or Injection). Reddening of the eye due to enlarge- 
ment of the minor blood vessels around the outer surface of the eye— 
commonly known as ‘blood-shot eyes’. This is a common effect of cannabis 
and alcohol. 


Contact High. A subjective condition in which persons familiar with the 
effects of a drug, experience some of these effects without taking the drug, 
when interacting with persons who are ‘high’. 


Control Group. A group of subjects similar to the experimental group (and 
oxposes to all the conditions of the investigation) except for the experimen- 
tal or selection variable being studied. The use of an appropriate control 
group enables the investigator to better isolate the effects of the experimen- 
tal variable, by controlling (or correcting) for the influence of certain 
extraneous factors. 


Correlation. The interrelationship or co-variation of two or more variables so 
that an increase in the magnitude of one is associated with an increase 
(positive correlation) or decrease (negative correlation) in the magnitude of 
ine other. The relationship between measures taken from different individ- 
uals at a single point in time (between-subject correlation) is distinguished 
from the relationship between changes in different measures in an individ- 
ual over time (within-subject correlation). 


Criminogenic. Crime producing. 


Cross-dependence. A condition in which the administration of one drug can 
prevent the withdrawal symptoms associated with physical dependence on a 
different drug. 


Cross-tolerance. A condition in which tolerance developed to the administra- 
tion of one drug also results in a lessened response to a different drug. 
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Dark Adaptation. The adjustment of the eye to a reduction in light intensity, 
resulting in a gradual increase in the ability to see faintly illuminated 
objects. 


Delirium. A condition (usually of relatively short duration) characterized by 
excitement, confusion, incoherence, illusions, delusions and, sometimes, 
hallucinations. 


Delusion. A belief which exists in spite of contrary reason or evidence which 
would normally be considered sufficient to change it. 


Dementia. A deterioration in intellectual ability and in appropriateness of 
emotional response. 


Dependence (drug). A state of psychological and/or Ss dependence on a 
drug following periodic or continued use of the drug. Specific characteris- 
tics of dependence usually vary with different drugs and different patterns 
of use. 


Depersonalization. A state in which a person’s sense of the ‘reality’ or 
existence of his mind or body is weakened or lost. 


Depressant. A drug which depresses or decreases activity and arousal. Depres- 
sants may be classified according to the organ or physiological system upon 
which they act. The terms central nervous system depressant and sedative 
are often used interchangeably. 


Digit Symbol Substitution Test (DSST). A test of learning and psychomotor 
performance in which geometric symbols are equated with numerical 
digits. Subjects are given the code and must copy, as quickly as possible, the 
appropriate symbol under each digit presented in an irregularly ordered 
list. 


Dose (or Dosage ). The amount or quantity of drug administered. 


Dose-Response Relationship. The relationship between the quantity of a drug 
administered (dose) and the intensity of the response it elicits. (Compare 
time-response.) 


Double Blind. An experimental procedure in which neither the subject nor the 
researcher knows which particular treatment (e.g., the identity or dose of a 
drug or a placebo) is being given at the time of the study. This procedure 
may reduce the influence of the set and setting, A iaae effects, and other 
kinds of subject and scientist bias. (Compare single blind, placebo.) 


Driving Simulator. A laboratory apparatus for the measurement of behaviour 
presumed to be involved in automobile driving performance. 


Drug. Any substance that, by its chemical nature, alters structure or function 
in the living organism. Substances which are typically required for the 
maintenance of normal function (such as foods) are generally excluded 
from this definition. 


Electroencephalogram (EEG). The graphic record of wavelike changes in 
electrical potential (voltage) obtained when electrodes are placed on the 
scalp or on (or in) the exposed brain. These “brain waves’ are considered to 
reflect some aspects of neurological function. 


Epidemiology. The study of the occurrence, distribution or other characteris- 
tics of a condition or phenomenon in a population. 
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Euphoria. An exaggerated sense of well being and happiness. 


Experimental Group. Those subjects which are exposed to the experimental 
(or treatment) variable (e.g., a drug) and whose behaviour or condition is 
considered to reflect the influence, if any, of that variable. This influence 
may be revealed by comparing the experimental subjects with a matched 
control group. 


Fate (physiological). The process(es) by which a drug is metabolized and/or 
excreted from the body. 


Flashback. The ‘spontaneous’ recurrence of some aspect of a drug’s subjective 
effects in the absence of the drug. Flashbacks may vary considerably in 
quality and intensity. 


Ganja. A term used in India for the flowering tops of Cannabis sativa selected 
for their high psychotropic potential. In Jamaica, the term is used more 
generally to refer to any form of marijuana. 


Gastrointestinal. Pertaining to the stomach and intestines. 


Glare Recovery Time. The time required for visual perception to return to 
normal after short exposure to a bright light. 


Habituation (drug). Usually implies continued drug use (and perhaps psycho- 
logical dependence) but little or no tolerance or physical dependence. In other 
words, the use of the drug has become a habit. This term is no longer 
commonly used in the scientific literature. 


Hallucination. A sensory perception which is not based on an external physical 
stimulus. Pseudo- and true hallucinations are often distinguished: A true 
hallucination includes the belief that the abnormal perception is physically 
real, while a pseudo-hallucination is recognized as being ‘unreal’ or a 
distortion of normal perception (compare illusion). By this scheme, so- 
called hallucinogenic drugs usually produce pseudo-hallucinations rather 
than true hallucinations, although in acute psychotic drug reactions ‘reality 
contact’ may be lost. 


Hallucinogen. A drug which readily produces hallucinations. (Compare psych- 
edelic-hallucinogenic drugs.) 


Hashish. A resin, usually several times more potent than marijuana, which 1s 
obtained from Cannabis sativa by shaking, pressing or scraping the leaves 
and flowers of the plant. 


Hemp. Cannabis sativa. 


Heroin. A semisynthetic derivative of morphine. More potent than morphine, 
heroin is generally the preferred drug among persons dependent upon 
illicit opiate narcotics. 


High. The general subjective psychological or phenomenological effects of a 
drug. 


Hypnotic. Sleep inducing. 


Illusion. A false or misinterpreted sensory impression. The individual is 
usually aware of the ‘unreal’ qualities of the perception. (Compare delusion, 
hallucination.) 


Ingestion. Taking food, drugs, etc., into the stomach by mouth. 
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Interview Schedule. A list of questions used to structure an interview, the 
answers to which are recorded by the interviewer rather than the 
respondent. 


Intravenous Injection. The injection of a drug directly into a blood vein 
(usually with a hypodermic syringe). 


Joint. A marijuana cigarette. 


Latency. The period of inactivity between stimulation and the response or 
reaction to that stimulation. 


Latin Square. A balanced classification scheme which can be incorporated in 
a variety of experimental research designs. Subjects are divided into a 
number of groups equal to the number of different treatment conditions to 
be investigated. Each group receives all treatment conditions once over the 
course of the experiment, but in a different sequential order, such that each 
treatment is given only once per serial position. For example, if three 
treatment conditions (A, B and C) were employed, they would be given to 
three subject groups in the following order: Group I-ABC; Group II-BCA; 
Group III-CAB. 


Longitudinal Study. A study of individuals or phenomena at various points in 
time, designed to determine the developments, or changes in, the condi- 
tions under investigation. 


LSD (d-lysergic acid diethylamide-25 ). A semisynthetic derivative of lysergic 
acid. LSD is one of the most pa psychotropic drugs known, and may be 
considered the prototype for the psychedelic-hallucinogenic drug class. 


Marijuana. A mixture of crushed leaves, flowers, twigs and often seeds of the 
plant Cannabis sativa. 


Mean. One of several measures commonly used to LS Poa a typical or 
average observation in a set of observations. It is calculated by dividing the 
sum of all the scores by the number of scores. (Compare average, median, 
mode.) 


Median. One of several measures commonly used to represent a typical 
observation in a set of observations. It is the value which is greater than 
half of the values and less than the other half (i.e., the mid-point). 
(Compare average, mean, mode.) 


Metabolism (drug). The physical and chemical processes by which substances 
taken into the body are broken down or transformed into forms in which 
they are used or excreted. 


Metabolite. A secondary compound derived from a primary substance by the 
process of metabolism. 


MMPI (Minnesota Multiphasic Personality Inventory). A personality test 
consisting of a series of statements which an individual categorizes as true 
or false when applied to himself. Scores may be presented as a profile of 
nine personality factors. 


Mode. One of several measures commonly used to represent a typical obser- 
vation in a set of observations. It is the most frequently occurring score in 
the set. (Compare average, mean, median.) 
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Narcotic. This term has had wide and inconsistent usage in lay, legal and 
scientific circles. Some use the word to characterize any drug which pro- 
duces as insensibility or sleep; many apply it only to derivatives of the 
opium plant; others consider the term equivalent to sipseyara aha ena 
ing”; and in legal matters, ‘narcotics’ may refer to almost any allegedly 
dangerous drugs. (Compare opiate narcotics.) 


Neurology. The scientific study of the structure and function of the nervous 
system. 


Neurosis. An ill-defined psychological disorder, generally, but, not always, less 
severe or incapacitating than psychosis. Various manifestations of anxiety 
are common symptoms. 


Non-Medical Use of Drugs. Use of drugs which is not indicated or justified 
for generally accepted medical reasons, whether or not under medical 
supervision. 


Opiate Narcotics. The pharmacologically active alkaloids typical of the opium 
poppy, papaver somniferum, the semisynthetic derivatives of these al- 
kaloids, and the wholly synthetic substances with similar pharmacological 
properties. Examples of these are morphine, heroin and Demerol ®, respec- 
tively. Opiate narcotics are used medically primarily for their pain-reliev- 
ing effects. These drugs are also sometimes called opiates (Compare opium, 
heroin, narcotics.) 


Opium. The dried juice from the unripe seed pod of the poppy (papaver 
somniferum) obtained soon after the petals begin to fall. Morphine, codeine 
and other active alkaloids can be extracted from the exudate. (Compare 
opiate narcotics, heroin.) 


Overdose (drug). A quantity or dose of a drug larger than that desired or 
normally taken. Usually implies some adverse or toxic reaction. (Compare 
poison, toxic.) 


Paranoia. A condition usually characterized by delusions of persecution and/ 
or grandeur. In severe instances paranoia may be considered a sign of 
psychosis (e.g., paranoid schizophrenia). 


Participant Observation. A method of behavioural observation in which an 
investigator participates, in varying degrees, as a member of the group he 
is studying. (Compare phenomenology.) 


Pathology. A diseased or abnormal condition. 


Perception. The processes whereby sensory information is organized, result- 
ing in an awareness of objects or events. 


Pharmacology. The scientific study of the effects of drugs on the living 
organism. 


Phenomenology. A method of knowing based on intuition and subjective 
feelings. A phenomenologist attempts to understand people by immersing 
mrimseli in their social world and entering into their manner of perceiving 
their environment. 
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Physical Dependence. A physiological state of adaptation to continuous use of 
a drug (normally occurring after the development of folerance) which 
results in a characteristic set of acute physiological withdrawal symptoms 
(often called the abstinence syndrome) when administration of the drug is 
stopped. 


Physiology. The scientific study of physical function in the living organism. 


Placebo. A substance without relevant pharmacological activity which 1s 
given to an experimental subject (in a control condition) to determine and 
control for the influence of his motivation, expectations, etc. The subject is 
not informed of the true nature of the placebo substance. A placebo effect is 
a reaction entirely due to the subject’s set and setting rather than to an 
gage key properties of the substance. (See also double blind, single 
blind.) 


Poison. Any drug in a quantity which exceeds the amount which the body can 
tolerate without damage or injury. Any drug can be poisonous if the dose is 
sufficiently high. (Compare foxic.) 


Population. The total number of cases (e.g., individuals, residents, households, 
events) with a given set of characteristics. 


Predisposition. A condition or factor which is favourable to, or results in a 
greater likelihood of, the ocurrence of some other phenomenon. A predis- 
posing factor, alone, is not sufficient as a cause. 


Premorbid. Referring to conditions existing prior to the development of some 
disorder or disease. 


Prospective Study. A study designed, in advance, to examine the developments 
or changes in certain variables in a population over time. 


Psychedelic. Mind-manifesting or consciousness-expanding; introducing new 
or dramatically altered perceptions into the conscious mind. (Compare 
psychedelic-hallucinogenic drugs.) 


Psychedelic-Hallucinogenic Drugs. This group includes drugs often described 
as psychedelic (mind-manifesting), tT aa (hallucination-produc- 
ing), psychotomimetic (psychosis-imitating), ilusinogenic (illusion-produc- 
ing) and psychodysleptic (mind-disrupting). While these terms refer to 
somewhat overlapping effects alleged to occur with these drugs, the various 
labels emphasize different characteristics. Probably none are entirely ade- 
quate as SE ie terms. These drugs produce profound alteration in 
sensation, mood and consciousness at doses which result in comparatively 
slight general Sat se activity. LSD is often considered the prototype 
for this drug class . Cannabis is sometimes classified in this group, although 
others object to this categorization. 


Psychiatry. A medical specialty dealing with the prevention, diagnosis and 
treatment of problems of psychological adjustment. (Compare psychology.) 


Psychoactive. See psychotropic. 


Psychological (or Psychic) Dependence. A condition in which a person de- 
re upon something (e.g., a drug) for satisfaction or a feeling of well 
eing. Psychological dependence on a drug may vary in intensity from a 
mild preference to a strong craving or compulsion to use the drug. In severe 
cases, unpleasant psychological or behavioural symptoms may result if 
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regular administration of the GLUE is stopped. A satisfactory operational 
definition of the concept of psychological dependence is difficult to achieve. 
Some aspects of this condition are also called behavioural dependence. 
(Compare physical dependence, habituation.) 


Psychology. The scientific study of behaviour and the mind. 
Psychometric. Based on psychological questionnaires or tests. 


Psychomotor Performance. Behaviour associated with the integration and co- 
ordination of certain sensory, psychological and muscular functions. Psych- 
omotor tests usually measure such things as muscular co-ordination, beha- 
vioural skills, and response speed. 


Psychopharmacology. The scientific study of the effects of drugs on psycholog- 
ical and behavioural activity. 


Psychosis (or Psychotic). An ambiguous term with a variety of meanings. It 
has often been used to refer to any severe mental or behavioural disorder, 
although more specific applications usually imply the presence of delusions 
or hallucinations and a general inability to test or evaluate external ‘reality’. 
There is often considerable disagreement among authorities as to what 
exactly constitutes a psychotic state; the diagnosis 1s often highly subjective 
and may vary greatly among observers. 


Psychotomimetic Drug. A drug which produces psychological effects which 
resemble, in some respects, the symptoms of psychosis. (Compare psych- 
edelic-hallucinogenic drugs.) 


Psychotropic (or Psychoactive) Drugs. Those drugs which alter sensation, 
mood, consciousness or other psychological or behavioural functions. 


Pursuit Tracking. A psychomotor tracking test in which the subject is presented 
with two indicators—a moving stimulus which represents the desired output 
and another which is under the subject’s control. The objective is to 
manipulate the apparatus to cause the two indicators to coincide. 


Reaction Time. The time interval between the eS eps of a stimulus and 
the subject’s response to that stimulus. (See also choice reaction time.) 


Reinforcement. The strengthening of a learned response. Often used synony- 
mously with reward, although this usage is not always appropriate. 


Reliability (test). The ability of a test to ake consistent results. Although a 
test must be reliable to be valid, reliability does not necessarily imply test 
validity. 


Response. A reaction elicited by stimulation. 
Reverse-tolerance. See sensitization. 


Sample. A \imited number of cases selected from, and usually thought of as 
being representative of, a particular population. 


Schizophrenia. A group of naturally occurring psychotic disorders generally 
becoming manifest in late adolescence or early adulthood. The term 1S 
often considered synonymous with dementia praecox. Contrary to Pes 
belief, schizophrenia does not refer to ‘split-’ or ‘dual-personality’. (Com- 
pare psychosis.) 


Sedative. A drug which reduces activity and arousal, and facilitates sleep. 
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Sensitization. A condition in which the response to a certain dose of a drug 
increases with repeated use. In the cannabis literature this phenomenon is 
often called “reverse-tolerance”. Under some conditions the use of one 
drug may sensitize an individual to the subsequent use of a different drug 
as well. (Compare tolerance.) 


Set. The psychological state or disposition of an individual, including his 
expectations, motivations and attitudes, which may affect his drug experi- 
ence. (Compare sefting.) 


Setting. The circumstances or environment in which a drug experience occurs 
which may be a significant factor in determining the drug’s effects. (Com- 
pare set.) 


Signal Detection. The process whereby stimuli with relevant information are 
distinguished from extraneous stimuli. Certain statistical yer oh allow 
evaluation of the subject’s sensory functioning and the criteria he uses in 
making judgements. 


Single Blind. An experimental procedure in which the subject does not know 
which particular treatment (ees ails identity or dose of a drug, or a 
placebo) is being given. pee ieee is designed to minimize the influ- 
ence of the subject’s set and setting on the experimental variables. The 
researcher is aware of treatment conditions at the time of the test, however. 
(Compare double blind.) 


Skin Conductance. The electrical conductance of the skin (usually on the 
palmar surface of the fingers or hands). This measure is determined 
primarily by sweat-gland activity and is commonly used as an index of 
arousal or emotionality. Phasic and tonic factors are often distinguished. 
The reciprocal of conductance (resistance) may be measured directly. These 
variables are often called the Galvanic Skin Response (GSR). 


Socio-demography. The statistical study of social variables such as age, sex, 
religion, income, occupation, education and ethnic background. 


Somatic. Pertaining to the body. 


Speed. A common ‘street’ name for amphetamines (primarily Methedrine ®) 
and, sometimes, certain other stimulant drugs. ‘Diet pills’ and ‘pep pills’ 
may be termed speed. 


Spiral After-effect. The distortion of visual perception which follows a period 
of viewing a rotating spiral. 


Statistically Significant. A measurement or score which is statistically highly 
unlikely to have occurred by chance alone and might therefore be attri- 
buted to some specific non-random factor such as an experimental treat- 
ment or selection variable. 


Stimulant. A drug which increases physiological or psychological activity and 
arousal. 


Stimulus. Energy which acts upon an organism to produce a reaction. 


Stratified Sample. A sample which is selected by dividing a population into 
categories based on certain relevant variables and then sampling a certain 
number of cases from each category. 
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Structure-Activity Relationship. The degree to which the effects or actions of a 
drug are related to different aspects of its chemical structure. 


Survey. A study of the incidence of certain conditions in a particular popula- 
tion, which optimally employs standardized techniques to collec informa- 
tion. Often only a representative sample from the population 1s studied 
directly. 


Syndrome. A set of symptoms or behaviour patterns which characteristically 
occur together in certain conditions. 


Synesthesia. A condition in which a perception characteristically associated 
with one sensory mode is experienced in another sensory mode as well (¢.g., 
‘hearing colours’). 


TAT (Thematic Apperception Test). A personality test in which the subject 
makes yt a story about each of a series of pictures. The analysis of the story 
is intended to provide information about the subject’s personality. 


Teratogenic. Producing physical defects or abnormalities in the offspring 
(foetus) during pregnancy. 


Tetrahydrocannabinol (THC). One of the major groups of cannabinoids. 
Delta-9 THC is considered to be the principal active constituent (perhaps 
via metabolites) in natural cannabis preparations. A second active isomer, 
A® THC, is less often present in marijuana or hashish and typically occurs 
in minute amounts. THC may appear in neutral or carboxylic acid forms 
(THCA). 


Time Estimation. A procedure for measuring subjective time whereby the 
subject is required to judge the duration of a given interval without the aid 
of external timing mechanisms. 


Time Production. A procedure for measuring subjective time whereby the 
subject attempts to produce a given time interval without the aid of 
external timing mechanisms. 


Time-Response Relationship. The relationship between the elapsed time since 
a drug was administered and the intensity of its effects. Compare dose- 
response.) 


Titrate. To regulate a dose by stopping drug administration when the desired 
intensity of drug effect is achieved. 


Tolerance. A condition in which certain aspects of the response to a dose of a 
drug decrease with repeated use. 


Toxic. A damaging or disrupting drug effect (often used to describe ue 
toms of poisoning). All drugs have toxic effects if the dose is high enough. 
(Compare poison.) 


Tracking. A psychomotor task involving intermittent or continuous manipula- 
tion of an instrument or machine in an attempt to follow a stimulus or 
maintain a given level of output. 


Tranquilizer. A general term for a number of often chemically unrelated 
drugs used for their calming effects. Major tranquilizers are used primarily 
for reducing symptoms of psychosis and minor pendula are typically 
employed to relieve anxiety and tension, and to facilitate sleep. Only the 
latter drugs are commonly used non-medically. 
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Two-Flash Fusion Threshold. The shortest time interval between two brief 
light flashes at which they are seen as separate from one another. Often 
employed as a measure of cortical arousal. 


Validity (test). The ability of a test to measure what it is intended to measure. 


Visual Acuity. The ability to perceive small spaces between objects in the 
visual field. The smaller the space that can be distinguished, the greater the 
acuity. 

Visual Imagery. Visual impressions ate ae in the absence of external 
stimuli. Often tested with eyes closed and/or in darkness. 


Withdrawal Syndrome (or Symptoms). A characteristic set of acute adverse 
physiological and psychological symptoms which occur, after the develop- 
ment of physical dependence, when the regular administration of the drug is 
stopped (or its effect inhibited by an antagonist). Also called the abstinence 
syndrome. The characteristics of withdrawal vary with different drugs and 
with different patterns of use. 
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Only those names which appear in the text have been indexed. The index does not 
include the Glossary or the Appendices, nor does it include names which appear only 
in the References and Selected Bibliographies. The relation of one aspect of cannabis 
to another is shown by using the second as a subheading under the first. Thus in many 
cases, the subheadings also appear as index entries. Since the subject of this report is 
cannabis, most of the entries deal with some aspect of the drug. Only material specific 
to a particular form of cannabis appears under the name of the form. 
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PREFACE 


The Commission of Inquiry into the Non-Medical Use of Drugs was established 
May 29, 1969, by Order-in-Council 1969-1112. By its terms of reference, it was 
required to: 

(a) marshall from available sources, both in Canada and abroad, data and information 
comprising the present fund of knowledge concerning the non-medical use of sedative, 
stimulant, tranquilizing, hallucinogenic and other psychotropic drugs or substances; 


(b) report on the current state of medical knowledge respecting the effect of the drugs and 
substances referred to in (a); 


(c) inquire into and report on the motivation underlying the non-medical use referred to in 
(a); 

(d) inquire into and report on the social, economic, educational and philosophical factors 
relating to the use for non-medical purposes of the drugs and substances referred to in 
(a) and, in particular, on the extent of the phenomenon, the social factors that have lead 
to it, the age groups involved, and problems of communication; and 


(e) inquire into and recommend with respect to the ways or means by which the Federal 
Government can act, alone or in its relations with Government at other levels, in the 
reduction of the dimensions of the problems involved in such use. 


The Order-in-Council establishing the Commission also directed us to submit an 
interim report to the Minister of National Health and Welfare. This requirement we 
met in 1970, and on June 19 of that year, our Interim Report was tabled in Parliament. 
The purpose of that report was to convey our initial understanding of the subject 
matter of the inquiry and to make such recommendations as we felt were urgent, and 
for which we believed we had a sufficient basis at that time. It was our purpose to put 
the phenomenon of non-medical drug use in some perspective, to identify the issues, 
and to provide the basis for further discussion of the subject by the people of Canada. 


With respect to this latter goal, the Commission, subsequent to publication of the 
Interim Report, undertook a second round of public hearings in every province of 
Canada. Simultaneously, we initiated a program of intensive research into what we 
believed were areas of our mandate which required significant further investigation. 
One of these was the subject of the present report—the treatment of adverse physio- 
logical and psychological conditions resulting immediately from non-medical drug 
use, as well as severe disturbances of normal functioning caused by prolonged non- 
medical drug use and resulting mainly from physical or psychological dependence. 


It will be recalled that in our Interim Report, we confined our examination of 
treatment for the effects of non-medical drug use to certain problems of immediate 
urgency—for example, the medical response to immediate, short-term, toxic effects of 
drug use. At that time, we were unable, because of the pressures of time, to extend our 
investigations more broadly into this complex, though vitally important area of social 
response. This we have done in the intervening period and our findings are the subject 
of this report. 


The present report must be viewed as the final and complete statement of our 
findings, conclusions and recommendations with respect to the treatment of effects of 
non-medical drug use, although it will, subsequently, be incorporated in a Final 
Report in which all of our findings, conclusions and recommendations will be con- 
tained. It should be noted that we do not, at this time, put forward our views with 
respect to the subject of compulsory treatment. We believe this subject is more 
appropriately considered in that section of our Final Report which will deal with the 
legal policies which sould prevail with respect to a number of aspects of non-medical 
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drug use. 


We are grateful for the valuable assistance provided from many quarters in the 
preparation of this report. We have been fortunate in having had access to the 
experience and expertise of members of those professions who have had extensive 
contact with the treatment of drug use effects, especially in Canada, the United States 
and the United Kingdom. Both in our travels and in consultations in Canada, these 
people have given unstintingly of their time and advice. In particular, we must express 
our thanks to Dr. James E. Anderson, of the Faculty of Medicine, McMaster Univer- 
sity, Hamilton, Ontario, who directed the Commission’s studies which formed the 
basis for the present report. The diligence and thoroughness of Dr. Anderson and his 
research team facilitated our task greatly. Special mention must also be made of Dr. 
A. L. MacFarlane, of Hamilton, Ontario, who made a major contribution in the 
preparation of the section of this report which deals with short-term medical manage- 
ment. Finally, we are grateful for the work of many members of the Commission staff 
who assisted both in the research and in the publication of this report. 


I. INTRODUCTION 


In this report we intend to discuss the various methods of treating the adverse 
physical and psychological conditions resulting immediately from non-medical drug 
use, as well as the severe disturbances of normal f unctioning caused by prolonged use 
and resulting mainly from physical or psychological dependence. In the first part of 
this section we shall examine the concepts of sickness and treatment. This will be 
followed by a brief description of those conditions which call for immediate medical 
intervention. Finally, we shall outline the various goals and kinds of therapeutic 
intervention. 


Traditionally, drugs have been among the most powerful weapons in the therapeu- 
tic armamentarium of most doctors. And traditionally, doctors have been assumed to 
be experts in all matters concerning the effects of drugs on human beings. This was a 
reasonable assumption 30 or 40 years ago. Today, however, with the number of drugs 
used in the treatment of specific diseases increasing constantly, and with so many new 
drugs appearing which are not used primarily for the treatment of diseases, no 
physician can reasonably claim to be an expert on all drug effects. 


Psychopharmacology, the rapidly growing science of drugs which influence con- 
sciousness, mood and behaviour, has been in existence for only two decades, but it has 
come to occupy an important though controversial position in our lives and thinking, 
raising issues in a wide variety of fields, including foreign policy, law enforcement, 
public health and personal ethics. This may be the reason why the entire subject of 
psychotropic drugs has left the medical profession divided, indecisive, and poorly 
prepared to deal with it, or even understand it. It is, in fact, the first large scale public 
health problem in which medicine has not assumed a major leadership role and which 
few individual physicians have faced squarely. Medical education, both undergradu- 
ate and continuing, has utterly failed, in terms of its response to psychotropic medical 
and non-medical drug use, to keep up with the rate at which this problem of public 
health has grown in recent years. 


Guidelines on the management of psychotropic drug-related problems are difficult 
to establish, since the problems involve all of society and its institutions. Few physi- 
cians can bring themselves either to give or to accept advice on the handling of 
troubled young people today; a doctor’s help in cases of non-medical drug use is often 
strongly questioned by his patient population. Drug education and even treatment are 
now being left largely in the hands of users and former users, detached street workers 
and other paramedical personnel who are often well informed and able to provide 
constructive help, but who in such cases provide information and advice that are 
questionable and controversial. The very emergence of innovative services the major 
function of which is to act as mediators, moderators and translators between patient 
and therapist, is a dramatic indicator of how relatively inept and unresponsive the 
medical profession has been. 


The Meaning of Sickness 


By sickness we mean a condition which calls for an intervention which may be 
characterized as treatment. If there is no agreement on what constitutes sickness, there 
can be no agreement on the need for treatment. Those who perceive a person as sick 
would consider treatment necessary, and those who perceive him as healthy would 
consider it unjustified. 


Who is sick? Is it ‘sick’ to use illicit psychotropic drugs occasionally? Where do we 
draw the line between acceptable recreational use of legal drugs like alcohol and 


tobacco and excessive use such as that indicated by alcoholism? And if there is no 
general answer to these questions, which special criteria determine the non-medical 
use of psychotropic drugs for which treatment is unquestionably required? 


Some people think that everyone using an illicit drug must be sick in some way, just 
as some people think that anyone who performs a delinquent act must be sick. Others 
think that only persons who become dependent on psychotropic drugs should be 
regarded as sick. Finally, there are those who believe that only immediate adverse 
reactions to psychotropic drugs require therapeutic intervention and that this should be 
confined to meeting the emergency. 


Thus, the very definition of sickness has become a controversial issue. And the issue 
is no longer a matter for intellectual discourse alone; it has entered the forum of 
public, emotionally charged, and even politically loaded debate. 


The word sickness is synonymous with disease and illness. Another widely used term 
expressing the quality of being sick, ill or diseased, is ‘pathological’. Physicians 
frequently speak of pathology not only when they refer to sickness generally but also 
in referring to any impairment, however mild or momentary, of the normal structure 
or functioning of an organism. They might refer to a simple boil as a “pathological 
condition of the skin” or a charleyhorse as a “pathological condition of the musculo- 
skeletal system”’. 


Even among physicians there is no longer unanimous agreement on the meaning of 
sickness, particularly when this term embraces psychological or psychiatric sickness. 
Some psychiatrists in recent years have argued heatedly that schizophrenia, a psycho- 
sis the symptoms of which have long been considered to be among the most typical of 
the major mental diseases, is not a sickness at all but a kind of different life style, 
characterized by a mental disintegration which may, in the final analysis, have a 
salutary effect on the growth of the personality.’* Some sociologists claim that 
schizophrenia is simply a convenient label which society has applied to certain people 
who fail to behave in accordance with social conventions. And one persuasive 
psychiatrist has even proclaimed that all functional (non-organic) mental sickness Is a 
‘myth’, since such mental diseases do not fit into the medical model of sickness, which 
refers primarily to disorders caused by demonstrable organic lesions.” 


As another dramatic example of the extent of disagreement on the meaning of 
sickness, the establishment, particularly the medical establishment, refers frequently to 
a drug-dependent person as being sick. However, this person in turn may be equally 
convinced that it is the society which is sick. 


At least five different models of sickness or pathology are now needed to cover all 
the meanings various people in our society may attach to these terms. Even these five 
models, each implying a different set of criteria of what constitutes sickness, do not 
offer any general agreement on the meaning of the word sickness. Nevertheless, they 
do reveal at least an understanding of the roots of disagreement as to its meaning. 


The Five Models of Sickness (Illness; Disease; Pathology): 


(1) THE Bio-MEDICAL MODEL. 


Structural or chemical alterations of a living organism which can 
be objectively demonstrated, which tend to reduce the normal life 
expectancy of the organism in part or in its entirety, and which are 
not consequences of natural life processes such as pregnancy or 


aging. 
Examples: inflammation; tumor; wasting (atrophy); trauma; 
poisoning. 


(2) THE ACTUARIAL MODEL. 


Significant deviations from the normal structure or f unctioning of 
an organism, when this norm is determined by the statistical 
average within the general population. 


Examples: dwarfism; high blood pressure; confusion; fever; myo- 
pia; impairment of judgment; reduced capacity for perception of 
reality (reality testing), as manifested in hallucinations, delusions 
or in grossly distorted moods, for example, feelings of exaggerated 
well-being. 


(3) THE FUNCTIONAL MODEL. 


Loss or disturbance of functions which for some time had been 
contributing to an individual’s well-being and/or social integra- 
tion, provided that the individual resents this loss or disturbance 
and that it is not the consequence of natural life processes. 


Examples: loss of memory (amnesia); loss of muscular power 
(asthenia); loss of drive (apathy); loss of sexual potency (impo- 
tence); loss of capacity for enjoyment (anhedonia). 


(4) THE EXPERIENTIAL MODEL. 


Experiences which are characterized by suffering (dysphoria) 
which may lead to partial or complete incapacity of the individual 
and which are not obvious and expected consequences of life 
events (for example, a catastrophe or death in the family). 


Examples: neurotic anxiety states; neurotic or psychotic depres- 
sions; hypochondriasis; any painful or disagreeable condition. 


(5) THE SoctaAL MODEL. 


Asocial or anti-social behaviour reflecting a distinct and progres- 
sive change in the individual’s ordinary personality; that is, a 
change in his habitual way of acting or in his normal life style and 
involving some causal and temporal connection between the obs- 
erved change of behaviour and the external agents or pathological 
conditions which may have led to the change. 


Examples: social withdrawal; juvenile delinquency; promiscuity; 
loss of ambition; social parasitism. 


Not surprisingly, physicians draw their criteria of pathology most frequently from 
the bio-medical and the actuarial models, probably because these are the most 
objective and quantifiable criteria. Also not surprisingly, the average person is most 
strongly motivated to seek help from a doctor by the experiential and functional 
models of sickness—precisely because their criteria are most subjective and thus most 
directly convincing to the patient. 


Sickness and our Cultural Value Systems 


The most controversial model of sickness today is the social model. It is not based 
on objective demonstrability, as are the bio-medical and actuarial models, nor on 
immediate self-evidence, as are the experiential and functional models, but rather on a 
system of moral values which tie health, integrity and normality closely to social 
acceptability. 


Many people, for example, are deeply convinced that an individual’s lack of 
ambition and indifference toward success in our society are signs of sickness. These 
observers may also be convinced that many of the widely used psychotropic drugs, if 
used under non-medical conditions, evoke these same ‘symptoms of pathology’. 


At the same time, many other, equally articulate people point out that there has 
been no definite evidence to date that drugs regularly produce such symptoms. 
Furthermore, they argue that even if drugs are responsible for provoking strange 
behaviour in certain persons, we have no right to call these persons sick. There are, for 
instance, an estimated 17 million Sanyasis (holy men) living in India’s forests and 
mountains who manifest a complete lack of drive towards the goals of our Western 
society and complete indifference towards our conception of success. Yet these people 
do not consider themselves sick, nor do they consider their behaviour pathological. 
Finally, this argument might conclude, if there is any sickness involved here at all, it is 
to be found not in the individual but in the society on which he turns his back. 


Another example: while most physicians will consider as pathological any drug 
effect which interferes with the proper functioning of the central nervous system—for 
instance, such perceptual distortions as hallucinations—some anthropologists might 
argue that among the young Crow Indians precisely those who failed to have 
hallucinatory visions to advise them on the choice of their career were considered to be 
‘abnormal’. A strict application of the actuarial model would solve this dilemma, 
however, since a statistical approach to the young Crow Indians would have revealed 
among them a preponderance of such hallucinations, which then would have to be 
considered a ‘normal’ phenomenon. 


Despite important areas of disagreement, there are, however, certain emergency 
conditions which would be universally regarded as pathological, and for such condi- 
tions the need for rapid therapeutic intervention (treatment) would be recognized by 
almost everyone. 


Conditions Requiring Therapeutic Intervention 


Under ‘ideal’ conditions, psychopharmacologists and psychiatrists are the profes- 
sional specialists who today might be expected to be best able to treat or otherwise 
deal with the physical, mental and behavioral effects of psychotropic drugs. But the 
widespread non-medical use of psychotropic drugs frequently leads to medical ‘emer- 
gencies’ in which, in the absence of appropriate specialists, any available physician 
may be expected to assume responsibility for treatment. However, initial diagnosis 
that an emergency exists often must be made by someone who is not even a physician, 
but simply a person—usually a friend or bystander—close to the afflicted individual at 
the time of the emergency. 


In most cases it is not difficult to determine when a drug use experience has 
developed into a dangerous complication or emergency. The following list gives some 
examples of emergencies which might develop quite suddenly—and (to a bystander) 
inexplicably—if an individual reacts in an alarming or uncontrollable manner to drug 
use as a result, for example, of overdosage, unsuspected adulterations of the drug, or 
unpredictable hypersensitivity, and which demand immediate medical intervention: 


(1) Shock, which is characterized by pallor, cold sweat, rapid and shallow breath- 
ing, weak and rapid pulse and general weakness; 


(2) Uncontrollable, persistent vomiting; 


(3) Stupor, or persistent loss of spontaneous responses lasting longer than two or 
three hours; 


(4) Severe panic which does not respond to ordinary reassurance; 

(5) Delirium, or prolonged, agitated confusion; 

(6) Uncontrollable irrational or anti-social behaviour which suggests a psychotic 
reaction; 


(7) Prolonged loss of consciousness and coma—sometimes with very slow breathing 
which differs from ordinary fainting in that the individual does not recover 
rapidly when placed in the horizontal position; 

(8) Convulsions. 

If any one of these emergencies is observed or suspected in an individual who is 
known to have used a drug recently, regardless of whether the drug use was medical 
or non-medical, self-prescribed or ordered by a physician, it 1s advisable to consult a 
physician immediately. He may then confirm the diagnosis of an emergency and 
assume responsibility for recommending or administering the necessary treatment. His 
recommendation may be, of course, to transfer the affected person to a hospital. 


Other Drug-Related Medical Complications 


Other dangerous conditions which may be connected with non-medical drug use 
and should be referred to medical examination and treatment without delay, include: 

(1) Hepatitis; 

(2) Abscesses and skin infections; 

(3) Thrombosis of veins; 


and, less commonly: 


(4) Tetanus; 
(5) Endocarditis; 
(6) Malaria. 


All but one of these conditions (thrombosis of veins) are medical complications 
which may result when unsterile needles are used for the injection of drugs, such as 
speed (amphetamines), barbiturates or heroin. Another recently reported medical 
complication, resulting from careless injections of drugs of unknown quality, 1s the 
development of granulomas (little tumors) within the tissue of the lungs. These 
granulomas can be caused by the injection of talcum powder which is known to be 
commonly mixed with heroin. 


Psychiatric Complications 


Certain psychiatric complications of non-medical psychotropic drug use—although 
not emergencies in the strict sense, since they may develop over some time—neverthe- 
less require prompt examination and treatment by a physician. Such complications 
are: 

(1) Psychotic disorders, usually of the paranoid type, (for example, fixed ideas of 

persecution); 

(2) Severe and persistent depression; 

(3) Severe and persistent impairment of attention and concentration; 


(4) ‘Flashbacks’—or recurrent, intense ‘echo effects’ resembling previous hallucino- 
genic drug experiences, often weeks or months after having used the drug. 


There appears to be fairly general consensus that the above conditions of impaired 
personal functioning and vitality in drug users require treatment by a physician. This 
consensus is shared by users and non-users of drugs, young and old, conformists and 
non-conformists, and by people with a primarily biological, as well as those with an 
essentially behavioural, orientation. 


The Meaning of Treatment and Therapy 


The word therapy is derived from the Greek word therapuein, which means to nurse 
or to take care of. Thus, the words therapy, therapist and therapeutic are specific in 
meaning and are almost always related to the care of the sick. However, the expres- 
sions ‘treatment’ and ‘therapy’ are often used interchangeably. This semantic marriage 
has, over the years, reinforced the widespread assumption that a person who needs or 
receives treatment is sick. 


But the word treatment goes beyond dealing strictly with sickness or sick people. It 
derives from the Latin word tractare, which means ‘to handle’ or ‘to manage’. When 
we say that somebody is treating his child, his employee or his dog well, we do not 
mean to imply that the recipients of this treatment are sick. We may even speak of the 
treatment a painter gives his canvas before he paints on it. In the medical context, 
treatment may be thought of as the effective management or handling of a condition 
calling for therapeutic intervention. 


Goals and General Types of Treatment 


There are several fundamental types of medical treatment (or therapy) which are 
differentiated by their final goals. The most desirable treatment aims at a complete 
cure. But a cure is only possible if the cause of the disease is known, because a 
complete cure includes, in addition to the alleviation of symptoms, also the sure 
elimination of the cause. Examples of complete cures are the surgical removal of an 
inflamed appendix or the elimination of pneumonia bacteria by penicillin. 


Physicians today, unfortunately, cannot always aim at a cure in many of the 
pathological conditions they meet, because either they do not yet know the cause of 
the sickness (as, for example, in cancer, arthritis, arteriosclerosis and functional mental 
illness) or because the causes are so multiple, subtle or imprecisely defined (as, for 
example, in drug dependency), that the goals of treatment must be restricted to the 
alleviation of the effects of the sickness, as distinct from the removal of causes. 


This second type of medical treatment is called compensatory, since it compensates 
for the factors which bring about the pathological functioning by intervening some- 
where between the levels of cause and symptoms without, however, removing the 
cause. Such treatment may enable a patient to function, for all practical purposes, like 
a healthy person—that is, free from symptoms—for a considerable period of time. 
Examples of this form of treatment are insulin therapy of diabetes, dialysis for 
patients suffering from severe kidney disease, anticonvulsant treatment of epilepsy 
and, possibly, modern drug therapy of schizophrenia. 


The third type of medical treatment is the most commonly administered but also the 
one that is most modest in its aims. It is called symptomatic treatment because it aims 
only at the suppression of symptoms, or undesirable manifestations, of the sickness. 
Examples of this form of treatment are the use of aspirin for headache, the use of 
laxatives for constipation or lozenges for hoarseness, and the talking down of an 
anxious person from a bad LSD trip. 


Symptomatic treatment is more superficial than curative or compensatory treatment, 


and it is usually more easily administered. But when performed by somebody who 


does not 


fully understand its implications, it might also cover up a dangerous 


pathological process making disastrous, unchecked inroads. For example, prolonged 
symptomatic treatment of persistent headache or hoarseness might conceivably cover 
up the existence of cancer. 


Specific Methods of Therapeutic Intervention 


The particular method of therapeutic intervention which is indicated in cases of 
non-medical drug use depends upon the type and stage of drug involvement of a 
particular patient. An outline of these stages follows: 


(1) Drug-Bound. 


(a) 


(b) 


(c) 


Drug dependent (physically or psychologically), but controlled and ‘non- 
toxic’ (not having an acutely bad drug reaction). 


Examples: the extremely rare, young heroin or speed user whose habit is 
two years old and who always has taken good care of his physical health, 
who carefully sterilizes his needles, has not been arrested and has never 
needed special help for overdosing or freaking out; the socially acceptable 
problem drinker. 


Dependent and not controlled but not toxic. 


Examples: the speed user who has permitted himself to become undernour- 
ished, who has (perhaps due to needle sharing) developed skin infections 
and hepatitis, but who still has not needed emergency treatment for freak- 
ing out; the well established troublesome alcoholic who does not yet require 
hospitalization for his condition. 


Dependent, uncontrolled and toxic. 


Examples: the speed or heroin user with a long-standing habit who has for 
sometime been in bad physical condition, suffers from hepatitis, has been 
arrested frequently and must be admitted periodically to medical facilities 
for detoxification or treatment of acute drug emergencies; the alcoholic in 
delirium tremens. 


(2) Drug-Free. 


(a) 


Free from physical dependence, but not necessarily from psychological 
dependence. 


Example: an alcoholic or heroin or barbiturate addict who has been success- 
fully withdrawn from physical dependence, who no longer shows physical 
abstinence symptoms, but who has a high risk of relapsing because his 
psychological need and craving for the drug might return at any time. 


(b) Free from physical as well as psychological dependence. 


Example: the fortunate small number of former heroin-dependent users 
who now are completely free from the drug. 


The following is a brief outline of eight specific avenues of therapeutic intervention 
for problem drug users. Some of them will be examined in detail as they apply to each 
type of drug discussed later in this report in the section on Short-Term Medical 
Management. 


(1) Detoxification is frequently a first step in the symptomatic medical treatment of 
acutely threatening psychological or hypersensitivity reactions to non-medical 
drug use such as ‘bad trips’, overdose and adulterated drugs. These critical 
conditions may include shock, coma, convulsions or severe panic. Detoxification 


(2) 


(3) 


may consist of ‘talking down’ of the patient—mainly involving personal emo- 
tional support—or the judicious use of certain tranquilizers and sedatives as well 
as specific chemical antidotes when each is indicated. 


A common and disturbing habit among self-appointed or poorly informed 
therapists to drug users suffering from ‘bad trips’ is either to resist the use of any 
drug which may shorten the reaction, or to administer indiscriminately large 
quantities of tranquilizers, especially Valium®. This type of uninformed, gener- 
alized treatment sometimes has the result of prolonging a ‘bad trip’ instead of 
shortening it. Such tranquilizers now are quite frequently obtained without 
prescription or through a Valium® black market, which, the Commission has 
been told in public hearings, has recently developed in Canada. 


Psychiatric treatment is indicated when ‘bad trips’ and other complications 
arising from non-medical drug use are prolonged or extremely pronounced—for 
example, a prolonged psychotic or depressive reaction. Such treatment may 
involve hospitalization or may consist of outpatient treatment depending on the 
circumstances. 


A particular type of psychiatric treatment—psychotherapy—comprises a great 
variety of therapeutic approaches, all of which have in common the characteris- 
tic of the non-use of physical agents and of complete reliance on psychological 
mechanisms to modify the patient’s behaviour in the desired direction. One may 
make a greatly simplified classification of psychotherapy into three categories: 


(a) Those approaches which are exploratory and interpretive, aiming at the 
discovery of unconscious conflicts which are assumed to be rooted in the 
patient’s past, and helping him to work his problems through after he has 
understood the symbolic meaning of his disturbed behaviour. Psychoanaly- 
sis and similar types of prolonged psychotherapy belong in this category. 


(b 


—— 


Those approaches which concentrate on the establishment of an intense 
personal relationship with the patient which is meaningful and important to 
him and allows the therapist to serve as an effective model—much like a 
parent—thus gradually modifying the patient’s behaviour and value system 
in the desired direction. This type of psychotherapy falls into the category 
of relationship-therapy. 


(c) Those approaches which consider pathological behaviour as learned habits, 
no longer serving any useful purpose, and aim at the removal of undesirable 
symptomatic behaviour by helping the patient to “unlearn” it. This is done 
by desensitizing him to the situational stresses which habitually elicited this 
behaviour, or by teaching him through conditioning and similar, often very 
sophisticated, techniques to avoid the undesirable behaviour (by consist- 
ently punishing it) or to seek the production of more desirable behavioural 
responses (by consistently rewarding them). This type of psychotherapy 1s 
referred to as behaviour therapy. 


Finally, it is to be remembered that all of these psychotherapeutic approaches 
can be used individually or in the treatment of groups of patients, referred to 
respectively as individual or group psychotherapy. 


It is relationship therapy which has so far produced the most favourable 
results in the treatment of chronic drug dependence. 


Consultation and advice may consist simply of instruction such as the use of 
sterile needles for drug injection, or it may involve improving nutrition and 
sleeping habits. It may also involve psycho-social support, such as drop-in 
centres for ‘rapping’ and community health clinics. This type of treatment is 
now being offered through many innovative services by other, more experienced 


(4) 


(5) 


(6) 


(7) 


(8) 


drug users, ex-addicts who are often employed by social agencies, detached 
workers, and trained medical personnel. 


Controlled maintenance is a system allowing drug-dependent people to make 
legal use of the drugs on which they are dependent. Such drug users are 
required to register in the system and to receive and take their drugs under 
controlled conditions and in specially designated centres. 


Substitution maintenance is the controlled substitution of one drug addiction for 
another, for example, methadone/for heroin. This method is imperfect and 
highly controversial; nevertheless, it is widely regarded as the best available 
treatment today for most heroin-dependent individuals. 


Blockade of drug effects by chemical antagonists prevents the occurrence of all 
physical, psychological and behavioural effects of psychotropic drugs and pro- 
tects the drug-dependent person against drug-hunger and drug-seeking beha- 
viour. Thus protected from all possible adverse effects, but also ‘immunized’ 
against the pleasurable effects of the drug as long as the antagonist is adminis- 
tered, the drug-dependent person may eventually ‘extinguish’ his drug habit and 
remain drug-free without the antagonist. We do not yet have antagonists to all 
psychotropic drugs, and those which are known still have certain drawbacks. 
However, research in this area is active and promising. 


Withdrawal from physical dependence on drugs ranging from heroin to alco- 
hol—in jails or hospitals—is relatively easily achieved in the course of two to 
three weeks, regardless of the drug involved. Techniques to achieve this type of 
withdrawal are well established and include a variety of methods, from the 
sudden and brutal ‘cold turkey’ treatment to the supportive use of gradually 
decreasing doses of methadone or sedatives. 


Therapeutic Communities provide a protective and remedial environment for 
drug-dependent persons who can accept the strict discipline and basic philoso- 
phy which characterize these groups. Communities of this type are often 
administered by people who were formerly dependent on drugs themselves. 
The rules of these communities require complete abstinence as well as submis- 
sion to encounter therapy in which each individual is confronted by his peers 
with the evidence of the ‘stupidity’ (rather than the ‘sickness’) of his drug- 
dependent behaviour. In return, the communities offer mutual support and 
active help towards the re-education and rehabilitation of each individual. 


Whatever the technique, withdrawal from physical dependence invariably cre- 
ates an unstable psycho-social condition in the patient, who remains constantly 
threatened by the prospect of a return to his drug-dependent behaviour. With 
heroin-dependent patients, the chances of also losing their psychological drug 
dependence in the process of physical withdrawal, and remaining abstinent, 
vary, according to the different methods of treatment, from 3 to 20 per cent. 
With alcoholics, the chances of remaining abstinent have been variously re- 
ported as anywhere from 10 to 60 per cent. 


ll. THE TREATMENT OF OPIATE DEPENDENCE 


There are many varieties of dependence on opiate narcotics. Most widespread in 
Canada and the United States today is dependence on heroin. However, a significant 
number of persons are also dependent on codeine, morphine, opium or the synthetic 
Demerol®. The newest type of opiate dependence is found among those using 
methadone either on medical prescription as substitution therapy, or non-medically 
and illicitly, by obtaining their drug from the black market. There are also many ways 
in which opiate-dependent persons may administer drugs: intravenously, subcuta- 
neously, by swallowing, sniffing or smoking. 


Of all types of drug dependence, an established opiate dependence is probably least 
amenable to successful treatment. Despite massive expenditures over a period of 
many years on a wide variety of treatment programs, their success rates continue to be 
unacceptable by ordinary medical standards. 


Vaillant (1970) reports that among heroin addicts, for reasons unrelated to any 
particular treatment, two per cent become abstinent each year. Also, a disproportion- 
ate two per cent of addicts die each year of those addicted for five years or less.** 


The most important single factor associated with eventual abstinence appears to be 
a history of a stable pattern of employment prior to addiction. Moreover, a significant 
majority of those who achieve permanent abstinence develop a substitute dependence 
of some kind, such as alcoholism, excessive eating or dependence on a therapeutic 
community. 


TREATMENT AIMED AT TOTAL ABSTINENCE FROM 
NARCOTICS 


The following measures, some of which will be examined in greater detail later, are 
the five most common forms of treatment where the therapeutic goal is total 
abstinence: 


(1) Forced withdrawal in a prison, hospital, therapeutic community or some other 
place, by physically depriving the patient of heroin. 

(2) Long-term hospitalization with gradual withdrawal reinforced by psychother- 
apy, special counselling and milieu therapy. 


(3) Imprisonment with or without any therapy and post-discharge follow-up. The 
main emphasis here may be on the punitive, corrective or deterrent aspect. 


(4) Involvement in therapeutic communities which may offer a wide range of 
personal and social rehabilitation services but may also place severe restrictions 
on personal freedom. This kind of treatment is usually voluntary and depends 
on the active cooperation of the drug-dependent person. 


(5) The use of Narcotic Antagonists (chemical blocking agents), which neutralize 
the effects of opiate narcotics, (for example, cyclazocine, naloxone). This kind 
of treatment is usually carried out in conjunction with other rehabilitative 
programs. 


Thus, many different types of treatments have been proposed and are being 
employed in an effort to cope with opiate dependence, including prolonged psycho- 
analysis, therapeutic commmunities, counselling, compulsory confinement and surveil- 
lance by probation officers. However, all forms of treatment have so far met with very 
limited success. 


Several investigators have studied samples of several hundred voluntary first admis- 


sions to opiate withdrawal programs. The relapse rate to narcotics varied from 90 to 
95 per cent. Vaillant followed 132 opiate-dependent persons over a period of 12 years 
and found that only three per cent achieved abstinence for a year or longer following 
hospitalization. Short imprisonment was equally ineffective: following 358 short im- 
prisonments of these 132 addicts, only three per cent remained drug-free for a year or 
longer. Of those who remained abstinent, virtually none attributed their abstinence to 
help received from hospitals or physicians. Vaillant concludes: “In short, the conven- 
tional medical model for the treatment of narcotic addiction is simply not effective.”””® 


TREATMENT UNDER CONFINEMENT 


The effect of the prison system on the drug user will be discussed in greater detail in 
that part of our Final Report which deals with the role of law generally, but brief 
reference may be made here to some conclusions of the Commission’s research in this 
field which have a particular bearing on treatment. 


OAKALLA 


Oakalla is a Canadian penal institution where many illicit drug users are incarcer- 
ated without any attempts at therapeutic management being made. A member of the 
Commission’s research staff has made a field study of the conditions existing there and 
arrived at the following conclusions: 


Life in east wing is the criminal subculture of the street moved indoors under lock and key. 
No attempt is made to challenge the inmate’s criminal values, perceptions or life- 
style....Many of the inmates take pride in the fact that they are considered the least 
trustworthy, most disruptive inmates in the provincial system. The staff, having accepted this 
fact, have resigned themselves to acting solely as custodians, thus adding further support to 
the inmate’s criminal status....Disruptive and illegal acts within the wing tend to enhance 
one’s status whereas any movement vaguely resembling the adoption of square john values is 
ridiculed. For the vast majority of inmates, the process of survival within the east wing 
totally rules out rehabilitation. 


For the heroin addict, life in the east wing is hardly less therapeutic than the drug scene at 
the corner itself. The virtues of heroin use are continually reiterated, heroin is the main topic 
of discussion, and attempts to get drugs legally from the prison doctor and illegally from the 
outside are a pastime with the wing. Although being in east wing drastically reduces the 
amount of illicit heroin use, it does not reduce the importance of the drug in the inmate’s 
life. In or out of east wing, heroin appeared to be the prime motivating factor to the addicts. 
Most of the addicts view incarceration as just another aspect of heroin use. Incarceration in 
east wing may act to deter some inmates from committing subsequent criminal acts but its 
deterrent value appears far out-weighed by the negative effects it has on other inmates, 
introducing them to heroin use, and providing them with the criminal contacts and 
knowledge which will encourage subsequent crime. 


CANADIAN REMEDIAL EXPERIMENTS IN A CORRECTIONAL SETTING 


Alex G. Brown Memorial Clinic 


Beech and Gregersen (1964) reported on a three-year follow-up of a program for 
addicts in Mimico, Ontario, which is part of the province’s network of correctional 
institutions. 


Before they were admitted into the program, the drug-dependent persons were 
screened to eliminate individuals with severe personality disorders, low motivation, 
poor institutional adjustment, and long criminal records. Although only potentially 
good risks were admitted to the program, more than half were again taking drugs at 
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the end of three years. 


After a single period of treatment, 16% were definitely drug free and 21% question- 
ably drug free. After two periods of treatment 9% were definitely and 14% question- 
ably drug free.” 


Vanier Centre for Women 


Vanier Centre for Women is a cottage-style complex, opened in January 1969, 
where female illicit drug users are confined and subjected to a remedial program 
designed “to modify the attitudes of those in its care...to such an extent that their 
actions upon release will be essentially law-abiding rather than law-breaking, and to 
provide them with the kind of training and treatment that will afford them better 
opportunities for successful personal and social adjustment.” 


The present program was developed by a group of mental health professionals. 
They felt that the techniques of the therapeutic community treatment method ap- 
peared to afford the most promising means of establishing a f ramework within which 
several educational, vocational, and therapeutic methods could be applied. 


A member of the Commission’s research staff reported the following statements 
made by inmates who were interviewed about the program: 


“There is no drug program at Vanier. If a girl is a junkie for twenty years she will not change 
in six months.” 


“People have to be ready to change. The user leaves here and makes up for lost time.” 
“The whole atmosphere blows the mind, and you need a fix to straighten out.” 


Of the twenty-four drug users interviewed, seven said they will continue to use hard 
drugs (‘speed’, cocaine, ‘bombers’, MDA, morphine, heroin, psychedelics). Soft drugs 
(marijuana, hashish) would continue to be used by six residents. Six were uncertain as 
to what drug use pattern they would assume upon release. Five of the residents hoped 
to remain clean but were concerned about their weak willpower. 


Matsqui 


Another Canadian treatment experiment, including a controlled, sophisticated and 
expensive investigation to study the effects, was conducted in recent years at Matsqul, 
which was built as a special institution for the treatment of drug-dependent persons. 
An experimental method resembling the therapeutic community framework was 
employed there as the main type of treatment for one group of inmates, while another 
group did not receive special treatment and served as a control. The evaluation, which 
was very well conducted, unfortunately demonstrated that treatment in this special 
institution has been clearly unsuccessful. 


Following discharge from the institution, the average percentage of time spent in 
illegal employment by members of the treatment unit was significantly higher than in 
the case of members of the control group, and their average illegal earnings were 
much higher than the control group’s. The rates of use of prescription opiates were 
about the same for the two groups, but the pilot treatment unit had higher illegal and 
total opiate use. 


These results led Murphy, the researcher in charge of the project, to the hypothesis 
that the pilot treatment unit program inadvertently promoted a “well-adjusted, well- 
educated dope fiend”! successful in getting himself over the barrier from the illegiti- 
mate world to the legitimate. But the greater self-understanding, formal education, 
and greater social skills gained in the superior treatment unit were enough to help him 
to be more successful in the illegitimate world. Hence, he was able to earn on an 
average over $1,000 per month illegally, while still living on relatives, friends, and 
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welfare. He did as well as the control group member in obtaining legitimate opiates 
(methadone) and four times as well in obtaining illegal opiates. 


A member of the Commission’s research staff drew the following conclusions from 
Murphy’s evaluation of the Matsqui experiment, as well as from her own 
observations: 


..of the two types of treatment attempted, the more sophisticated and more generously 
financed had the worse results....The institution managed to achieve an atmosphere unlike 
the usual penitentiary atmosphere. The quality of the research done on the treatment 
programs has been better than any done elsewhere in Canada, and ranks with the best in the 
international literature....with an estimated 80 per cent recidivism rate for Matsqui men, it 
would take an enormous change for claims of even a modestly successful program to be 
made. No grounds for predicting a sudden breakthrough appear, and we think it more 
realistic to SOUS Matsqui the latest unsuccessful attempt at the institutionalized treatment 
of addicts. 


AMERICAN CIVIL COMMITMENT EXPERIMENTS 


The most important American civil commitment programs for the compulsory 
treatment of the drug user are the federal program under the Narcotic Addict 
Rehabilitation Act of 1966” (NARA) and the state programs in California’ and New 
York.“ There are also important programs of an essentially voluntary nature in 
Illinois,“° Massachusetts,” and New Jersey.*’ It is noteworthy that Massachusetts 
originally had a system of compulsory commitment but replaced it by a voluntary 
system effective on July 1, 1971. There are civil commitment statutes in many other 
states, but these appear to be among the most important of the current programs. 


The civil commitment programs in the United States are a response to two main 
factors: the relatively unsuccessful experience with institutional treatment in the 
federal hospitals at Lexington and Fort Worth, and the decision of the United States 
Supreme Court in Robinson v. California®’, in which it was held that it was unconstitu- 
tional to punish a person for being addicted, since this amounted to cruel and unusual 
punishment in violation of the Eighth and Fourteenth Amendments of the American 
Constitution. The issue in this case was the constitutional validity of a California law 
which made addiction a criminal offence, but the Supreme Court, in a statement which 
was not necessary to the decision of the case, expressed the view that it was constitu- 
tionally permissible for a state to impose compulsory treatment for addiction. It is on 
the basis of this statement that the federal government and various states have 
established modern civil commitment programs. The constitutional validity of some of 
these programs has been affirmed by lower courts,” but the issue has not been directly 
dealt with by the Supreme Court since the dictum in the Robinson case. 


The ground for civil commitment is generally addiction, but in some jurisdictions 
“imminent danger of becoming addicted” is also a ground. This gives doctors and the 
courts a very wide discretion. What constitutes being an addict for purposes of the civil 
commitment legislation is usually defined in fairly broad terms. The definition in the 
federal Narcotic Addict Rehabilitation Act of 1966 (NARA) is fairly typical and reads 
as follows: 


‘Narcotic addict’? means any individual who habitually uses any narcotic drug...so as to 
endanger the public morals, health, safety or welfare or who is or has been so far addicted 
to the use of such narcotic drugs as to have lost the power of self-control with reference to 
his addiction.”” 


Under the American statutes civil commitment arises in basically three ways: first, 
upon petition by an addict, a relative, or a third person; secondly, in the course of a 
criminal process as an alternative to continued prosecution; and thirdly, after convic- 
tion, as an alternative to imprisonment or other penalty. 
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Although commitment upon application of the addict is in the first instance volun- 
tary, the legislation usually provides that once committed the addict is obliged to 
remain in custody for treatment in the same way as if he had been committed 
voluntarily, except, as we shall see, it generally stipulates a shorter maximum period of 
commitment for voluntary cases. 


Some statutes give persons other than a related individual the right to apply for the 
civil commitment of an addict. Under the California law anyone who believes that a 
person is a narcotic addict or is in danger of becoming one can report this belief under 
oath to the district attorney, who may then petition a Superior Court for commitment. 
Further, any peace officer or health officer who has “reasonable cause” to believe that 
a person is an addict may take the person “for his best interest and protection”’ to a 
county hospital. The person in charge of the hospital admits the alleged addict upon 
the written request of such an officer. If, upon examination, the person is found to be 
an addict, the director of the hospital so informs the district attorney, who may 
petition a superior court for a commitment order. The New York law also provides 
that anyone who believes someone to be an addict may file a petition for commitment. 


An order for civil commitment may be made in the course of a criminal process, 
while a charge is pending, or after conviction. When it is made while a charge is 
pending, the addict is usually given a choice between treatment and continuation of 
the prosecution. Civil commitment under these circumstances may be regarded as 
voluntary because of the election of the accused, but it must be recognized that there 
may be an element of compulsion operating in such a case in the choice offered to the 
accused between compulsory treatment and the probability of ordinary imprisonment. 
The accused is not faced with a truly free choice but rather the least distasteful of two 
unpleasant alternatives. Whether he chooses one or the other will presumably depend 
upon their probable effects on him, in particular, which is likely to result in the longer 
period of confinement. When civil commitment is elected while a charge is pending, 
the prosecution is usually suspended. In some cases the court may proceed to comple- 
tion of the trial but further disposition is deferred. Some of the legislation expressly 
provides that in such cases civil commitment is not a criminal conviction. (This is 
presumably a reflection of the holding in Robinson v. California that it is unconstitu- 
tional to make addiction a criminal offence.) 


When civil commitment is ordered after criminal conviction, it is generally imposed 
upon the offender. In some cases, however, the offender may be offered a choice 
between civil commitment and regular criminal law disposition. 


Civil commitment statutes in the United States generally stipulate a maximum 
period for which a drug user may be committed. These maximum periods vary 
considerably from one jurisdiction to another. Generally speaking, they range from SIX 
months to as long as ten years. Three years would appear to be the average. It is 
generally provided that where commitment is ordered following conviction it should 
not be for a longer period than the sentence which might otherwise have been 
imposed for the offence of which the offender stands convicted. A distinction is 
generally made, in stipulating maximum periods of commitment, between voluntary 
and involuntary commitment. A shorter maximum period is generally stipulated for 
voluntary commitment in order to encourage users to submit to it. In California, for 
example, the maximum period for involuntary commitment is seven years, with a 
possiblity of three additional years, whereas the maximum period for voluntary 
commitment is two and a half years. It has been suggested that police will often 
persuade an individual to choose voluntary commitment, with its shorter maximum 
period, by indicating to him the consequences of involuntary commitment. 


The statutes generally provide that certain kinds of offenders will not be eligible for 
civil commitment. The main categories which are usually declared to be ineligible are 
those charged with or convicted of a crime of violence or trafficking in prohibited 
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drugs. An exception is sometimes made for trafficking which is shown to be for the 
prime purpose of supporting the user’s habit. 


The statutes generally provide procedural safeguards to assure that the justification 
for commitment is established by a fully adversary process that protects the rights of 
the individual. The safeguards include full notice to the individual of the proceedings 
for commitment and of the nature and implications of commitment; the right to be 
represented by counsel; medical examination by competent physicians; the right to 
bring evidence and to cross-examine; the right to trial by jury on the issue of addiction 
or imminent danger of becoming addicted; and the right to judicial review of the 
order of commitment. 


It is often expressly provided in the modern statutes that civil commitment should 
not be imposed unless there are adequate treatment facilities and personnel and the 
user is one who is likely to benefit from the treatment. How far these conditions are 
met in practice is, of course, another question. A distinction must obviously be drawn 
between the establishment of something that purports to be a treatment program and 
its relative effectiveness. 


Civil commitment programs generally involve commitment to a treatment facility 
for an initial period of confinement. A minimum initial peroid may be fixed or it may 
be left to the discretion of the authority having custody. There is generally provision 
for release from inpatient to outpatient status if the authority having custody is 
satisfied that the user is ready for such release. Any violation of the conditions of 
release is treated like a violation of probation, and the patient may be returned to 
confinement or brought before a court and have his status redetermined. Generally, a 
person may be committed more than once, but in some cases prior commitment for 
treatment is a ground of ineligibility. 


The legislation varies as to the nature of the authority to whom custody of the 
addict is given. Under the federal legislation an addict who is committed outside the 
criminal law process, or while a charge is pending, is committed to the custody of the 
public health authorities. An addict who is committed after conviction is placed under 
the jurisdiction of the law enforcement authorities. In California the civil commitment 
program is under the jurisdiction of the Department of Correction. Whether jurisdic- 
tion is given to the public health authorities or to the law enforcement or correctional 
authorities is thought by some critics to be important. It is said that where the 
correctional authorities have jurisdiction it reinforces the impression that compulsory 
treatment is merely imprisonment under another name. 


Generally the legislation is not very explicit as to the conditions which justify release 
to outpatient status and ultimate discharge. Within the limits imposed by the max- 
imum periods of detention, these matters are generally left to the discretion of the 
authority having custody of the patient. Satisfactory completion of treatment, which is 
the condition of discharge, would appear to require that the user comply with the 
conditions of his commitment and generally co-operate with the authorities, and that 
he remain drug-free for a certain period of time. Under the federal act, treatment 
“includes confinement and treatment in an institution under supervised after-care in 
the community and includes, but is not limited to, medical, educational, social, 
psycholological, and vocational services, corrective and preventive guidance and 
training, and other rehabilitative services designed to protect the public and benefit the 
addict by correcting his anti-social tendencies and ending his dependence on addicting 
drugs and his susceptibility to addiction’”’. Thus treatment would appear to be oriented 


towards abstinence or cure. 


Where an accused has been committed while a charge is pending, and he success- 
fully completes his treatment, the charge is dismissed. When an addict who has been 
committed is returned to the criminal process the time which he spent in commitment 
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is credited to his sentence. 


Voluntary treatment programs such as those in Illinois and Massachusetts provide 
that addicts may elect treatment while a charge is pending against them. Under these 
laws addict offenders may also be placed on probation on condition that they submit 
to treatment. There is similar provision for treatment on probation under the law of 
New Jersey. 


The civil commitment program in California has been the subject of some critical 
evaluation. John C. Kramer, who was Chief of Research for three years at the 
California Rehabilitation Center, to which the addicts are committed, has made a 
critical evaluation of the program, which is summed up in the following conclusions: 


1. The program is not sufficiently useful in rehabilitating addicts to justify its continuation 
without major modification. 


2. Despite the hopes of its initiators that it would be a therapeutic alternative, it has become 
largely an extension of the punitive approach to the control of opiate addiction. 


3. As a corollary to the above, the structure of the program entirely resembles prison 
programs and has almost no elements which resemble hospital programs.” 


He reports that of the first 1,209 inmates released to parole, one in four remained in 
good standing one year later, and about one in six after three years. He pessimistically 
states that: 


Many, if not most, of the successful candidates...were not really addicts or have merely 
found a technique to outwit the tests for drug use.... 


..the rehabilitation success of the civil addict program with group therapy seems to be no 
better than that of the regular prison programs for addicts in Calif ornia.”> 


Roland W. Wood, Superintendent of the Center, expresses a more favourable 
opinion as reflected in the following evaluation: 


Compulsory in-patient treatment, close and continuing supervision in the community, and 
anti-narcotic testing are making it difficult for the committed addict to escape or evade 
treatment, thereby overcoming a problem that has plagued other large-scale treatment 
efforts in the United States. 


Of the men and women transferred to out-patient status, 37 per cent have remained drug- 
free in the community for one year; about 20 per cent have been drug-free and crime-free 
for two years. Approximately 500 men and women—about 15 per cent of those who could 
possibly have been discharged—have achieved three drug-free years and have been dis- 
charged, the vast majority of them on their first release; others, of course, will accomplish 
the three years on their second or subsequent attempts. 


Less than 5 per cent of all the men and women transferred to out-patient status have been 
convicted of a felony committed while out-patients, in contrast to a felony conviction rate of 
almost 70 per cent of admissions and a combined misdemeanor—or felony—conviction rate 
of 80 per cent.” 


The civil commitment program carried out under the provisions of the Narcotic 
Addict Rehabilitation Act of 1966 (NARA) in the National Institute of Mental Health 
Clinical Research Center in Lexington, Kentucky, has just been evaluated and found 
to have given unsatisfactory results. Langenauer and Bowden reported on a follow-up 
of the first 252 male narcotic addicts treated under the provisions of NARA. They 
conclude: 


One of the goals of the NARA program is to enable addict patients to function in their 
communities with the help of aftercare counselling and supervision. To a large extent, this 
was not accomplished during the period we studied. By the end of the eighth month, 42 per 
cent of the patients had been recommended for recommitment. From the fourth month on, 
20 to 30 per cent of the patients in each month were evading aftercare, recommended for 
recommitment, or both.”° 
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THERAPEUTIC COMMUNITIES 


The treatment modality which has so far produced the best therapeutic results 
where the goal has been total abstinence is the “therapeutic community”, character- 
ized by programs such as Synanon, Daytop, Odyssey and Phoenix House. These will 
be discussed in more detail later. However, these programs have limited appeal to 
many addicts, who drop out early. Furthermore, this type of program, although less 
expensive (about $10-$15 a day per addict) than treatments associated with confine- 
ment, may lead, in those who remain in the program, to a dependence on the program 
itself, making it difficult for the patient to leave the therapeutic setting. 


TREATMENT WITH NARCOTIC ANTAGONISTS 


Narcotic antagonists are assumed to occupy the same cellular sites in the nervous 
system as do the opiates. Because of this they will block the effects of narcotics and 
prevent the experiencing of euphoria. Dependence on the narcotics does not develop 
because they never reach the receptors in the cells. Antagonists themselves may 
produce mood-altering (agonistic) effects of varying severity, but tolerance to these 
develop as the dosage is gradually increased. Antagonists may also produce a physical 
dependence with abstinence syndromes, but they do not give rise to psychological 
dependence.” 


It is known that following withdrawal from chronic opiate use physiological abnor- 
malities persist for as long as six months and that relapse is particularly common 
during that period. During this time, the use of opiate antagonists may be of 
considerable value in the prevention of re-addiction. Ex-addicts who are maintained 
on an opiate antagonist, after experimenting with self-administration of opiates, soon 
cease the use of opiates for lack of reinforcement.'° 


Nalorphine is a potent antagonist of opiates which produces an immediate absti- 
nence syndrome when injected in a dependent person. It is used diagnostically to 
determine the presence and extent of physical dependence on opiates. Its continued 
use is limited by its brief duration of action. 


Cyclazocine is the most effective and best studied of the antagonists. It is potent 
when administered orally once or twice a day, and after a few days or weeks a high 
degree of tolerance develops to its undesirable effects. When protected by cyclazocine, 
it is almost impossible to take a lethal overdose of heroin or morphine. A summary of 
the results of five programs on trial since 1968 was made in June 1970 by Fink. It 
included 450 adult male addicts. Of these, 40 per cent have continued in treatment, 
twenty for more than three years and 60 for more than one year. Almost all report 
continued experimentation with opiates which decreased in frequency as they contin- 
ued using cyclazocine. A 20 per cent rate of re-addiction was associated with discontin- 
uation of cyclazocine. 


Jaffe (1970) describes the operation of a cyclazocine program as follows: 
Withdrawal of heroin is accomplished using decreasing doses of methadone. 


48-72 hours after the last dose of methadone, testing is done by administration of 3 mg. of 
Nalorphine subcutaneously. If there is no discomfort, an additional 4 mg. is given 10 
minutes later. If there is no increase in pupil size, gooseflesh, or discomfort, cyclazocine may 
be begun 24 hours later. 

Oral administration begins with 0.1 to 0.25 mg. which is increased in 0.25 mg. daily 
increments until stabilization at 6-8 mg. daily. 

Undesirable effects are minimized by slowly increasing the dosage in accordance with the 
individual’s response. 
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An abstinence syndrome appears 24-48 hours after the last dose." 


Drawbacks to a maintenance program with cyclazocine consist mainly in the high 
incidence of unpleasant side effects, which may include depression and psychotic 
reactions, as well as in the relatively short duration of its protective effect, which makes 
it necessary to administer cyclazocine at least every 24 hours, and preferably twice a 
day. 

Another opiate antagonist—naloxone—is practically free of agonistic effects of its 
own and is thus more acceptable to patients. However, its high cost in sufficiently high 
doses and its very short activity—from 3-5 hours only—in lower doses have so far 
impeded its successful use in treatment programs. ~"! 


Research continues to develop other antagonists. An ideal antagonist would have 
these characteristics: 


(a) it would be a potent specific antagonist to narcotics; 

(b) it would have minimal or no psychotropic action or adverse side effects of its 
own; 

(c) it would be effective for long periods of time. It is virtually certain that it will be 
possible to develop a form of administration which will—perhaps by implanting 
the antagonist—block all effects of opiates for periods of weeks or months. 


TREATMENT AIMED AT LESS THAN TOTAL ABSTINENCE 


If the therapeutic goal is not total abstinence, there are currently three types of 
treatments available: 


(1) Dispensing the user’s opiate (for example, heroin) in dependence-maintaining 
amounts to users. 

(2) Gradually decreasing the extent of the drug dependence through dosage reduc- 
tion, backed by therapeutic or social support and follow-up. 


(3) Substituting for the user’s opiate another opiate narcotic, such as methadone, 
which has somewhat more acceptable pharmacological and social effects than 
the user’s opiate. 


HEROIN MAINTENANCE 


The so-called “British System”, operating in Great Britain under the Misuse of 
Drugs Act 1971, allows specially licensed physicians, who are attached to special drug 
treatment centres, to prescribe heroin as well as methadone to those who have 
voluntarily registered for treatment.’ The reasons advanced for this practice stress the 
probability that more heroin-dependent persons would register voluntarily for treat- 
ment if they could continue to receive the drug to which they have become adjusted. 
As a result they become known to the authorities who can assist them in various ways, 
not only with their dependence but also in achieving better social and occupational 
adjustment. It is also assumed that a certain small number of heroin dependent 
persons might not respond as well to methadone substitution maintenance as they 
would respond to continued heroin maintenance. Finally, it is posited that the dispens- 
ing of legally available heroin would lead to a considerable reduction of the illegal 
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market and consequently in time to a reduction of the number of heroin users. 


However, these assumptions have not gone unchallenged. Three main arguments 
are usually brought forward against the continued use of heroin, even if legally 
available to the user under controlled conditions. In the first place, there are good 
medical reasons to reject a treatment procedure which would continue to use the 
intravenous method of drug administration—the method to which the habitual heroin 
user is accustomed. Unpredictable and dangerous hypersensitivity reactions may occur 
when heroin is administered intravenously, and, although these reactions are rare, they 
may be fatal; and indeed, it is estimated that fatalities occur once in 100,000 such 
injections. From the general medical point of view, intravenous injections of any 
substance are always more hazardous than oral administration or other forms of 
injections. However, physicians in the United Kingdom say that addiction to the 
‘needle’ may be almost as great as to the drug. 


Another reason why many experts prefer methadone to heroin in controlled opiate 
maintenance is that the effect of heroin is of shorter duration than that of methadone, 
so that abstinence symptoms occur earlier and make more frequent administration of 
the drug necessary. For an opiate-dependent person who is regularly employed—but 
also for those who are not employed—it might be very inconvenient to have to attend 
the clinic or another centre authorized to administer the opiate more than once every 
24 hours and thus increase the probability that the patient would drop out of the 
program. Finally, there seems to be general agreement that intravenous injections of 
heroin produce more intense euphoria than orally taken methadone, and more intense 
euphoria is more likely to impede possible social rehabilitation by interfering with 
normal day-to-day functioning of the individual, and keep him preoccupied with the 
waiting for the next ‘fix’. 


As to the reduction of the illegal heroin market, the supporters of methadone 
maintenance, who would not allow any legal heroin, argue that the illegal market for 
heroin would be reduced automatically if our efforts to find most heroin-dependent 
persons and treat them with methadone could be made successful, because a person 
treated adequately with methadone would soon extinguish his heroin habit through 
lack of reinforcement resulting from the absence of any heroin effects. 


The British statistics which show that registered opiate addicts under maintenance 
treatment function better socially than they did prior to treatment do not distinguish 
between persons maintained on heroin or methadone. As for the third assumption, 
that the number of heroin addicts would drop if heroin would be legally available, it 
should be noted that in Britain in 1968—one year after the introduction of the new 
legislation which made heroin legally available in special treatment centres—ten times 
as many new cases of opiate addiction were being recorded as in the ten years 
previously. This was interpreted in Britain as evidence that more heroin users had been 
induced to register because of the new legislation. The number of cases seen in 1969 
was considerably lower than in 1968.2 There is no documented evidence available for 
the assumption that more heroin dependent persons would register for treatment if 
they could continue to receive heroin legally, nor is there well established proof that 
any person who can be successfully maintained on heroin could not, at least, be 
maintained equally well on methadone. 


Bewley (1970) states that “During the two years after the clinics were started there 
was a decrease in the total amount of heroin prescribed and an increase in the amount 
of methadone.” Also, according to James: 

Clearly the events of 1968 have led to a reduction in the over-prescribing of heroin and have 
succeeded in weaning a proportion of the narcotic addicts from heroin onto methadone— 
and nearly all off intravenous stimulant-drugs altogether.”” 


Thus, it is evident that in Britain there is a tendency on the part of the specially 


i? 


licensed physicians to restrict sustained maintenance treatment with opiates to metha- 
done. A telephone survey by the Commission in 1971 of several clinics in London 
revealed that the practice of prescribing heroin for addicts varies from clinic to clinic 
but on the average appears to have been reduced to about 50% of all cases. 


It is necessary now to state our own view as to whether heroin should be made 
legally available in Canada for the treatment of opiate dependence, and if so, to what 
extent and under what conditions. 


The Single Convention on Narcotic Drugs, 1961 requires the parties to it to restrict 
the use of the opiate narcotics to medical and scientific purposes. Parties are left free, 
however, to prohibit the use of these drugs for all purposes. 


In Canada, most of the opiate narcotics which have a clearly established medical 
value (such as morphine, Demerol®, codeine and methadone) are made legally 
available for medical purposes under strict controls. Heroin is a notable exception. 
Canada prohibited the legal importation of heroin in 1955 in response to a resolution 
of the Economic and Social Council of the United Nations urging states to abandon its 
use for medical purposes. The only countries in which it is used to any extent for 
medical purposes at the present time are Great Britain, Belgium and France. Great 
Britain uses by far the largest quantities. Although heroin could be made available, 
under the terms of the Single Convention, for the treatment of opiate narcotic 
dependence, Canada does not permit the legal supply of it for such purposes. It is 
totally prohibited. Thus, while doctors are not prohibited (as a matter of professional 
regulation or ethics) from prescribing heroin, if they could obtain a legal supply of it, 
it is for practical purposes not available to them unless they have a stock of it which 
was acquired before it was legally prohibited. In effect, the prohibition of the legal 
availability of heroin for medical purposes in Canada is a matter of administrative 
regulation. Its importation or manufacture could be licensed under the Narcotic 
Control Act, but the administrative authorities choose not to do so. 


Because it is legally prohibited for all purposes at the present time, and because of 
its potential for harm, we believe that the burden is on anyone who advocates that 
heroin be made legally available to present convincing reasons why it should be so. 
We ourselves have had considerable difficulty in achieving a measure of agreement on 
this point, and such agreement as we have been able to reach contains important 
differences of emphasis which we shall attempt to convey here. The issue, as we see it, 
is not whether heroin should be generally available to anyone who wishes to use it, but 
whether it should be available to doctors for administration in cases in which they 
judge it to be a necessary phase of treatment. In what sense can the administration of 
heroin by a physician be regarded as a means of treating heroin dependence? The 
immediate treatment goal, insofar as the administration of heroin is concerned, is 
obviously not cure or abstinence, but management of the dependence. Heroin mainte- 
nance may, however, be a transitional phase in involving a person in a treatment 
program directed ultimately to methadone maintenance, or even to abstinence, 
through some other means of treatment such as a therapeutic community. Heroin 
maintenance is used sparingly in the British system, but its availability in principle 1s 
thought to induce some dependents to present themselves earlier to the treatment 
clinics than they might otherwise do if the clinics were restricted to methadone. Most 
heroin dependents are not prepared to present themsleves to a methadone mainte- 
nance clinic until they have been dependent for at least two years, when they begin to 
tire of the strenuous effort to maintain their habit through the illicit market and they 
also find that as a result of tolerance they are no longer able to achieve the same 
euphoria from the heroin. Heroin maintenance has also been resorted to in Britain 
when it has been impossible to make a person accept methadone. It may be used 
during an initial stage while trying to persuade a person to go on to methadone. It may 
also be administered with the object of gradually decreasing the extent of the drug 
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dependence through dosage reduction, as part of an overall treatment involving 
therapeutic or social support and follow-up. In all of these cases the essential object is 
to transfer the patient from dependence on the illicit market to controlled administra- 
tion of heroin of reliable quality under medical supervision. The hope is that, having 
made effective contact with him, it may be possible to direct him into other treatment 
channels. 


The chief argument against making it possible for physicians to administer heroin, 
where they judge it to be advisable, is that there is a serious danger of abuse that will 
aggravate the heroin problem in the country by increasing the amount of heroin 
available for unauthorized use, as well as the number of illicit users. Critics of heroin 
maintenance point to the abuse by a few physicians which took place under the British 
system during the mid-1960s. Only a handful of physicians were involved—and they 
have since been removed—but their excessive prescription of heroin made it a very 
serious problem. Since then, however, stricter controls have been applied, and there 
have been no further reports of abuse by physicians. 


The danger of abuse is a serious one. We already have evidence in this country of 
the abuse of methadone maintenance resulting in the creation of pockets of primary 
methadone dependence. We believe, however, that safeguards can be adopted that 
will reduce the risk of the abuse to acceptable proportions. 


Heroin maintenance, if made legally available, should be regarded as a treatment 
adjunct to be used in exceptional cases. There are several reasons why heroin should 
not be as acceptable to physicians as methadone: heroin is usually administered 
intravenously while methadone may be, and generally is, administered orally; heroin 
has a shorter action than methadone and therefore requires more frequent administra- 
tion; and heroin produces greater euphoria (and therefore presumably greater impair- 
ment of normal functioning) than methadone. It should be pointed out, however, that 
there does not appear to be any data based on controlled experiments to verify the 
operating assumption of those who favour methadone maintenance that it permits 
more normal functioning than controlled heroin maintenance would permit, nor does 
there appear to be much knowledge about the dose levels that will keep a person 
satisfied with heroin maintenance but still able to function reasonably effectively. The 
greater euphoria with heroin and the shorter action, requiring several administrations 
a day, is presumed to create a greater degree of absorption in the habit, to the neglect 
of other activity. 


To the extent that opiate maintenance must be resorted to, where it is not possible to 
effect a cure, we prefer methadone maintenance to heroin maintenance: first, because 
it reduces the heroin population, and thus the contagion factor which is represented by 
the heroin user in his contact with those who may be induced by him to take up the 
habit; and secondly, because it is apparently safer, more convenient, and more likely 
than heroin to permit effective social functioning. On the other hand, we believe that 
heroin maintenance should be available to authorized physicians as a useful treatment 
adjunct for the special cases to which we have referred. It is our belief that because of 
the natural inclination of physicians, heroin maintenance is likely to be used sparingly 
and that it is not likely to have a significant effect on the illicit market, one way or 
another. It will merely introduce a measure of flexibility into the treatment process. 


As in the case of methadone maintenance, we believe that heroin should be 
administered only by physicians accredited to specially authorized treatment centres, 
and then only after a panel of three physicians in the centre have approved such 
administration. It should be administered on the premises, and the patient should be 
required to remain on the premises until he is judged fit to leave. There should, of 
course, be careful record kept and reports made to the government of all such 
administration. We would contemplate that the treatment centres which are autho- 
rized to administer methadone (under the conditions which we recommend elsewhere) 
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would also be authorized to administer heroin. 


It would be wrong to conceal the fact that some of us have varying degrees of 
misgiving about this proposal, but none of them are strong enough to warrant dissent 
from the proposal itself. Some of us are not as strongly convinced as others of the 
necessity or even the utility of the measure. Some of us fear abuse more than others, 
notwithstanding the requirement of approval by a panel of three physicians. It is felt 
that such approval, in analogous cases, such as abortion, has often proved to be very 
much of a pro forma matter. It is also felt that without clear criteria to guide them, 
physicians may end up yielding to the pressure of patients to go on to heroin rather 
than to take methadone, and that it would be cleaner and simpler if methadone only 
were available. On balance, however, we believe that the availability of heroin 
maintenance will increase the capacity of the overall treatment process to win patients 
from the illicit market and for this reason it is a justified experiment. There is a feeling 
that the user of methadone is more likely to stay out of the illicit market than the user 
of heroin and to have less motive than the latter to persuade others to take up heroin 
and that for this, and the other reasons indicated above, heroin maintenance should be 
regarded as a last resort, to be used only in very exceptional circumstances. The 
problem for physicians will be to maintain the psychological pressure in favour of 
cure, and failing that, methadone maintenance, when the patient knows he is legally 
permitted to administer heroin. It is an experiment that would have to be watched very 
closely. 


Needless to say, if heroin maintenance is to be approved, under these strict 
conditions, for the treatment of opiate dependence, arrangements will have to be 
made to license the manufacture or importation in approved quantities to meet the 
requirements of the accredited clinics. 


GRADUAL DECREASE OF THE DOSE OF OPIATE 


In a working paper produced for private circulation in July 1970 (and subsequently 
published) by Drs. Gay, Bathurst, Matzger and Smith, an approach to short-term 
heroin detoxification on an outpatient basis is described as it was developed at the 
Haight-Ashbury Free Clinic. 


Between November 1969 and May 1970 over 450 patients were seen, mainly in the 
20-25 year old age group. Limited goals were the use of symptomatic treatment to 
decrease the patients’ habits and to set the stage for long-term psycho-social rehabili- 
tation. These were the results of the six months’ trial: 56% dropped out before they 
were ‘clean’, (38% after only one visit); 22% still in treatment; 5% clean for more than 
one month; 12% ‘chipping’—using less than once/week; 5% resumed habit.'’ 


Boyd (1970) describes a treatment facility with similar aims in London, England, 
for heroin addicts under the age of 18. The technique used is gradual withdrawal. He 
states that: 

One of the most striking features of dose reduction in the teenager is the finding that he can 
reduce his methadone daily intake from an initial dose of around 90 mg to a comparatively 
low dose of 20 mg. At this point, however, he will entrench himself, and he may do so until 
he is much further along with his task of maturation.° 


In 18 months’ experience, 131 applied for help, of whom 87 were accepted for 
treatment. Of these, 39 were lost for various reasons, while 48 are still attending. Of 
the latter, eight are off all drugs, 35 are maintained on low doses of methadone, and 
five are maintained on opiates at the same or higher dosage than when they began 
treatment. 


Boyd makes these generalizations from his experience with his adolescent patients. 
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(1) Compulsory treatment has been unprofitable. 


(2) Individual psychotherapy has been successful (contrary to general opinion in 
dealing with adult addicts). 


(3) The psychiatrist functions first of all to take over from the drug, establish a 
human relationship and then act as a bridge to other relationships, the most 
important of which is one with a member of the opposite sex who is not 
involved with drugs. 


(4) Short-term inpatient status is not effective. Youngsters too quickly withdrawn 
immediately leave the unit and quickly return to drugs. 


(5) Some consistent personality factors are present: Intense suspicion of other 
people, especially adults in authority, chronic depression, difficulty in heterosex- 
ual relationships (boys often react to adult women explosively and have a great 
need for adult masculine attachment), guilt feelings and extreme sensitiveness, 
awareness of emptiness and failure, low tolerance to anxiety and frustration, 
and a compulsive need for instant gratification. 


(6) The outlook for many seems grave.” 


METHADONE MAINTENANCE 


At present the substitution maintenance treatment which substitutes methadone for 
heroin seems the most promising of all available approaches to the opiate narcotic 
dependence problem. 


As mentioned before, the general experience with the traditional, psychologically 
oriented treatment of heroin addiction has been most unsatisfactory, at least when 
dealing with adults. Rejecting the traditional treatment approach, Drs. Dole and 
Nyswander in the early 1960s began to experiment with the use of methadone to 
block heroin hunger and to continue the regular administration of methadone rather 
than to use the drug only during the process of complete withdrawal from opiates.” 
In 1965 the New York Department of Hospitals was sufficiently interested in this new 
approach, which aimed at making an heroin-dependent person a self-sustaining 
member of society rather than to withdraw him completely, to award a contract for 
$1,380,000 to enable Drs. Dole and Nyswander at the Beth Israel Medical Center to 
study the rehabilitation of the “hard core mainline heroin addict.” 


The relative success of this program was startling: rather than the usual two or three 
per cent rate of cure at such places as Riverside,’ the methadone program showed 
that over 80% of those who entered it had become socially productive.'” +14 This new 
method of treatment, based on a new perspective and different therapeutic goal, was 
enthusiastically received by many, with the result that today there are over 200 
methadone Clinics in the United States. At the present time the methadone program in 
New York State serves more than 5,000 people at a cost of about $1,000-$2,000 per 
person for the first year and $500 to $1,000 a year thereafter. Fifteen million dollars in 
state funds have been allocated for methadone treatment in 1971. 


However, opposition to the methadone program has also been expressed from 
several quarters. It has been said that methadone is simply another drug which caters 
to the addict population and reinforces rather than alleviates the drug problem.' Many 
claim that methadone maintenance is still an unproven experimental program and that 
further expansion should be limited until more research has been carried out.” 


Dole and Nyswander (1968) believe that opiate abuse can generate a “narcotic 
hunger” which may last for the duration of the addict life. It seems possible that “a 
basic character defect might lead to drug use and this in turn to an irreversible 
addiction in which subsequent behaviour of the subject is determined by conditioned 
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reflexes or by metabolic changes in neurons, following repeated exposure to narcotic 
drugs.’’’” This theory assumes that the physical “narcotic hunger” which develops in 
those exposed to heroin, morphine or other opiates will not yield to any amount of 
psychological treatment alone. 


GOALS OF THE METHADONE PROGRAM 


The success of methadone programs is generally measured in terms of social or 
cultural criteria rather than psychological ones. A return to a normal life style based 
upon employment, marriage and stability of social interaction is the prime criterion of 
success. However, the expectation of a normal life style characterized by emotional 
maturity and complete abstinence in addition to a law-abiding, productive existence is 
an ideal which in practice is seldom achieved. Because of this, some methadone 
programs arrange their goals hierarchically. The foremost expectation is that all 
patients who are treated will become law-abiding citizens, although they might not 
become productive, mature or drug-free. The next level is to achieve a status in which 
patients are law-abiding and gainfully employed. The Dole-Nyswander work from 
New York indicates that 80% of all patients after a year of the program return to what 
is termed a socially redemptive existence.'”'*!* These figures have been challenged but 
have in general been also achieved in Dr. William Wieland’s clinic in Philadelphia,” 
Dr. Jerome Jaffe’s clinic in Chicago'* and at Mount Sinai Hospital, Minneapolis. 


PHARMACOLOGICAL CHARACTERISTICS OF METHADONE 


Methadone hydrochloride is a synthetic analgesic opiate differing relatively little in 
effect from the other opiates. However, in contrast to morphine, it produces neither 
nausea nor lethargy. It reduces the desire for narcotics and prevents heroin withdrawal 
symptoms. 


As a substitute dependence (see above discussion of “Heroin Maintenance”), 
methadone is preferable to heroin because its usual mode of administration is by the 
oral route and its effects persist longer, that is, from 24 to 48 hours instead of 6 to 12 
hours for heroin. There is also a slower development of tolerance for methadone. The 
methadone withdrawal syndrome is delayed in appearance and less intense but 
somewhat more prolonged in duration than that of heroin. During withdrawal from 
heroin or morphine, anxiety begins prior to the time of the next scheduled ‘fix’; 
physical manifestations of withdrawal reach their peak between 48 and 72 hours and 
gradually subside within seven to ten days. With methadone, complaints are minimal 
until the third day; symptoms of withdrawal peak about the sixth day and then 
gradually diminish to a minor degree for about 10 to 14 days. 


Although conflicting opinions exist regarding the degree of euphoria produced by 
methadone, it is now most generally accepted that methadone may produce a sus- 
tained feeling of well-being but not the intense peak of euphoria which is characteris- 
tic of heroin. 


THE OPERATION OF A METHADONE PROGRAM 


The patients for the program are usually ‘mainline’ (intravenous) heroin users who 
have been dependent for several years (with a history of one or more withdrawal 
treatments), who are not psychotic or mentally retarded and who are without substan- 
tial dependence upon other drugs. However, increasingly, clinics and physicians are 
receiving requests for methadone treatment from young heroin users who have often 
been taking heroin for little more than eight or nine months and at relatively low dose 
levels. 


A proper treatment program is divided into three phases. The first stage is stabili- 
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zation in an unlocked hospital ward for a period of some days or weeks. During this 
time a complete medical, social and psychological assessment is carried out and an 
appraisal is made of the work potential of the individual. During this period of 
stabilization, methadone is substituted for heroin and is gradually increased on a 
weekly basis. The aim is to block the heroin craving, and this craving must be blocked 
without creating euphoria, sedation or nausea in the individual. Most clinics initiate 
the patient at between 20 to 40 mg of methadone per day, with a weekly increase of 
dosage of 10 to 20 mg per week until stabilization is achieved. Urine is usually 
collected daily and tested daily for heroin and other drugs. Most hospitals now have 
gradually reduced the required stay in the hospital, since Jaffe’s work with a totally 
ambulatory program has demonstrated that the hospital. stay made little real differ- 
ence in the successful outcome of the treatment. 


The second stage begins when the patient leaves the hospital to live in the commu- 
nity. This stage commences once the heroin-free individual reaches a stabilized dosage 
of methadone. Normally he returns each day to the hospital or clinic to pick up his 
maintenance medication which is taken in the presence of a staff member. At this time 
he also gives a urine specimen. After a specified drug-free period, dosages may be 
picked up once or twice a week and the third phase is reached when the individual, 
who is now referred to as an ‘ex-addict’, becomes’ a socially ‘normal’, self-supporting 
individual. The differences between stage two and three are, of course, subjective and 
differ only in the degree of social advancement and rehabilitation. 


Major General Features of Programs 


Selection of candidates for a methadone maintenance program varies from accept- 
ance of any applicant to careful screening for those patients who are thought to be 
most likely to succeed with this approach. 


Dispensing is most commonly done by administering methadone dissolved in 
Tang® under supervision. Daily visits to the clinic are almost universal during the first 
part of the program, with gradual spacing of visits made possible by issuing doses for 
self-administration as the clinic develops trust in the individual patient.” The max- 
imum released at any clinic is a one-week supply. 


Monitoring is done by the testing of urine, usually collected under supervision at the 
clinic. Analysis for the major drugs of non-medical use is commonly done, but there is 
wide variation in how each clinic deals with the patient who shows drugs other than 
methadone in his urine. 


Adjunctive therapy is an important feature of some programs but is absent in others 
in which the dispensing of methadone and its control is the only activity. Where 
adjunctive therapy is provided as another form of support it includes individual and 
group therapy, family counselling, vocational retraining, and job placement. Some 
studies have shown no significant improvement in eventual outcome in those receiving 
extra assistance. Dole (1969) points out that “there has been very little need for 
psychotherapy.’”” In a study of 47 programs, Trigg (1970) reports that 19 offer only 
methadone as their single treatment modality.*° Trussell (1970), however, states that 
“it Is not just methadone that results in our data of success, it is the various supporting 
services. 


Major Controversial Areas 


Foetal Effects on the child of a pregnant mother maintained on methadone are 
relatively minor and manageable.” No congenital abnormalities have been linked to 
the drug. Addiction of the new born is indicated by the fifth postnatal day with the 
appearance of withdrawal effects: first loss of appetite, then by the tenth day irritabil- 
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ity, increased perspiration and respiratory rate, and in some cases an elevated temper- 
ature. By the 17th day the infant has apparently returned to normal. Out of a group of 
19 such children born in the Bernstein Institute, Paul Blatman found that 6 of the 19 
suffered mild symptoms of addiction which he defined as twitching and slight irritabil- 
ity, and 5 of the 19 had moderate symptoms, marked irritation and diarrhea which 
required control by some medication. However, 8 out of the 19 were totally 
asymptomatic. 


Adolescents on Methadone. In recent years there has been a widespread abuse of 
narcotics by school-age children, especially in the city of New York, and a vast 
increase in heroin-related deaths among teen-agers. Various methods of drug preven- 
tion are being discussed but little attention is being paid to the treatment of totally 
addicted adolescents. Federal guide-lines in the United States recommend that no 
individual under the age of 21 be admitted to a methadone maintenance program. 
Many feel that this restriction should be dropped to avoid “the years of criminality, 
incarceration and misery which might be avoided by involving adolescents with a 
methadone based program.””” 


Prognosis for adolescents in such a program varies greatly. At Johns Hopkins 
University 30 addicts under the age of 19 were treated with methadone. None of these 
had ever been successfully detoxified on an outpatient basis, although many had tried 
on their own or had gone to a private physician for this purpose. Many instances of 
involuntary detoxification had occurred in institutions such as jail, but these were 
ultimately unsuccessful. The individuals spent an average of $30 a day for heroin. The 
average stabilized maintenance dose was close to 60 mg, somewhat below the average 
for most patients. Of the 30 patients, 13 dropped out of treatment without notice. 
None of those who left the maintenance or detoxification program did so on medical 
advice and none were discharged for drug use per se. The remainder are still in the 
methadone maintenance program. There are several noteworthy differences between 
the adult and adolescent addict. The adolescent sometimes does not alter his life style 
and will continue in school or at work while drug-dependent. He has great fear of 
withdrawal symptoms, but his self-image is not always that of a hard-core addict. 
Nightingale (1970) states, however, that he has observed, and believes with others, 
that the adolescent does not differ significantly in his drug habits from the adult.”? 


Parents may be mobilized as a valid force to keep the adolescent doing well in 
treatment, once progress has occurred, but they do appear less effective in initiating 
treatment or motivating their child for treatment. 


Many directors of clinics are afraid that putting an adolescent on methadone would 
establish an opiate dependence which can never be removed. Prior to putting an 
adolescent into such a program, most feel that elaborate psychological techniques 
should be used, as well as careful investigation—including hospitalization for several 
days’ observation—to establish whether the adolescent is really physically dependent 
or simply using heroin as a ‘downer’ for amphetamines, or using it only occasionally 
for its euphoric effects (‘chipping’). 


Side Effects. There has been little evidence of toxicity reported in relation to 
methadone maintenance treatment when dosages are used that are high enough to 
produce a heroin blocking effect (40-120 mg). Neuromuscular function is relatively 
unaffected. Many side effects reported by the addicts, such as, impotency, delayed 
ejaculation, loss of sexual interest, seemed to be present prior to the administration of 
methadone.’ An increase in fluid consumption, urinary output and perspiration may be 
accounted for by the general increase in alcoholic beverages consumed by patients in 
the program. Constipation is common in the early months of treatment and should be 
controlled. 


Most studies show a general improvement in health and well-being with weight gain 
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occurring in about 80 per cent of patients. This increase in weight has constituted a 
problem for some patients, particularly females, and attempts to control it have 
included the prescription of amphetamines as anorexogenic agents. In the Wieland- 
Moffett study 70 per cent of the patients were taking amphetamines on a regular basis. 
This is a very questionable practice, because of the dependence-producing qualities of 
amphetamines themselves, as well as their doubtful value in long-term weight control. 


Dosage. Many workers describe two levels of maintenance dosage: the amount of 
methadone necessary to avoid narcotic craving and the amount essential to block the 
euphoric effect of the average street sample of heroin. Whether these are one and the 
same problem is still a matter of some conjecture. 


Dole (1970) feels that a high dosage is essential to block heroin effects, whereas 
narcotic hunger is reduced with doses as low as 25 mg per day.’ In their original 
program, Dole and Nyswander (1968) found that almost all patients could be 
stabilized on a dosage between 80 dnd 120 mg daily, and in fact, anyone requiring a 
higher dosage than 120 mg would probably not benefit from methadone 
maintenance. 


Jaffe (1970) reported on a one-year follow-up of patients stabilized on relatively low 
doses of methadone (approximately 40 mg per day). These patients represent an 
unselected group of volunteers treated entirely on an ambulatory basis. Another group 
was stabilized on 100 mg. Over a 17-week period the groups were compared with 
respect to arrest rate, social productivity, illicit drug use, and the discharge and 
dropout rate. There were few differences manifested. The only significant difference 
was that the low dosage group had a higher incidence of illicit heroin use. This 
supports Dole’s hypothesis that while the hunger is reduced, little blocking action takes 
place with the low dosage.'* 


Kramer (1970) has stated that: 


... some programs have experimented with daily doses of methadone substantially below the 
level required for ‘narcotic blockade’ and even below that required for suppression of ‘drug 
hunger’. These programs report more heroin use and higher failure rates than do those 
which use higher maintenance levels.” 


Most clinics attempt to adjust the dosage to the needs of the individual patient. The 
wide range of effective dosage may be related to the extent of the patient’s habit prior 
to entrance into the program. In Great Britain, where the potency of street heroin is 
quite high, higher methadone levels are apparently needed in maintenance programs. 
This may be relevant to the Canadian scene where better quality heroin is available 


than in New York, at least to the new younger middle-class adolescent user.” 


Individual programs differ as to whether the patient is informed of his dosage level. 
The Toronto Clinic of the Addiction Research Foundation carefully avoids giving this 
information, while the Bedford-Stuyvesant Clinic in New York prints the dosage on 
each dispenser. There is some evidence that if the patient is aware of his dosage he 
may enter into competition with other patients and attempt to manipulate his dosage 
to higher levels.'* 


Illegal Use of Methadone. Considerable concern has been expressed by workers who 
are convinced of the value of methadone maintenance programs but who are also 
aware of the great potential for abuse which the availability of legal methadone 
provides. Even in carefully regulated programs, where administration is strictly super- 
vised and only short-term dispensing 1s done, some methadone leaks into the illegal 
market. 


Unquestionably, the greatest illicit use occurs in the prescription of methadone by 
private physicians who have no f acilities for laboratory monitoring or social follow- 
up, who prescribe more than two days’ supply for self-medication and for ‘self- 


AN 


withdrawal’ (which is, in fact, impossible), and who cannot be certain that they are the 
sole source of supply for individual patients. Study of prescriptions across Canada 
shows evidence of serious abuse of this method of obtaining methadone: private 
physicians carrying large caseloads of methadone patients and individual patients 
receiving continuing supply from many physicians. We have had other evidence of 
some physicians being extremely careless in determining the indication for the pre- 
scribing of methadone. It is highly probable that under these conditions much of the 
privately prescribed methadone reaches the illegal market and is contributing to a 
growing population of primary methadone addicts. 


EVALUATION OF RESULTS 
Chicago 


Jaffe (1970) reports a study of 60 patients who were randomly assigned to treatment 
from a waiting list and stabilized on low doses of methadone. One year later, in 
November 1968, 75 per cent of these first patients were still in treatment and of these 
75 per cent were working. Only 15 per cent still showed use of illicit drugs, and some 
patients expressed interest in withdrawing from methadone. In the period January | to 
September 1, 1968, 79 patients were randomly assigned to ambulatory programs. As 
of September 1969, 58 were still in active treatment. Of the 21 no longer in treatment, 
one had died, and four, who dropped out after withdrawing from methadone, were 
not re-addicted and were working or functioning at socially acceptable levels. Of the 
58 in treatment, 17 had voluntarily withdrawn from methadone but continued either 
in group therapy or in a therapeutic community, and 80 per cent of the group are 
functioning in socially acceptable roles."* 


St. Louis 


As reported by Knowles, Lahirii and Anderson (1970), the St. Louis program 
accepted 394 patients in its first year of operation. Of the 103 admitted prior to June 
1969, 39 per cent left the program prior to completion, those under the age of 25 years 
showing a poorer retention rate than the older patients.” 


Philadelphia 


Dr. W.F. Wieland reported to the American Psychiatric Association that between 
1964 and 1968 more than 700 hard core heroin addicts had been treated with 
methadone. Of these, 91 per cent remain under treatment, and 70 per cent are 
employed, attending school or functioning well, while the other 30 per cent have at 
least stopped heroin dependence with its attendant criminal behaviour. Ee 


Minneapolis 


Dr. R.A. Maslansky in his first annual report of the Mount Sinai Hospital Metha- 
done Blockage Treatment Program describes progress to May 1, 1970. During this 
time 137 patients were referred of whom 92 were accepted on the following selection 
criteria: 

1. Atleast 21 years old (75% were under 29); 

. Request for treatment was voluntary; 

. Evidence of long-term opiate dependency is irrefutable; 

. Previous reasonable efforts at other programs have been unsuccessful; 
. No legal or medical contraindications to entering the program. 
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Males comprise 82 per cent of the group. The Minneapolis population is unusual in 
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that the majority of patients began their drug involvement with codeine-based cough 
syrup and graduated to other legitimate opium-based pharmaceuticals rather than 
heroin. 


At the end of the first year 72 patients were still in the program. The level of 
employment increased from 54 per cent prior to treatment to 77 per cent: 


Following another six-month period, 49 new cases were added, another 20 lost, 
leaving 101 still in treatment of whom only II are unemployed. 


Montreal 


Dr. H. Kravitz reported to the Canadian Hospital Association in 1971 that the only 
methadone program in the Montreal area is a small one, begun in 1966 at the Jewish 
General Hospital. Of 20 patients treated in the four years, 11 remain. The original 
three patients are still in the program and are working or going to school.” 


Toronto 


The Addiction Research Foundation of Ontario is operating a two-year pilot study 
in Toronto directed by Mr. Edward Milligan. Patients selected are over 21 years of 
age, have been addicted for at least two years, have no real multiple drug problem, 
and voluntarily seek admission. Of the first 100 patients admitted, 56 are still in the 
program and are employed. All others have either relapsed, are in prison, or dead. 


Baltimore 


The Man Alive program, reported by Davis (1970), is unusual in that its patients are 
part of a private practice. Early success is shown in a 12 per cent loss rate and in the 
fact that 131 of 146 patients in October 1969 were employed or functioned as 
housewives.” 


New York 


As the result of previously mentioned favourable evaluations, New York State has 
designated $15,000,000 for methadone maintenance programs. As many as 20,000 
heroin addicts were expected to be receiving treatment by April 1, 1971, as well as the 
1,140 patients who are being treated in the facilities of the Narcotic Addiction Control 
Commission. 


Vancouver 


The Narcotic Addiction Foundation of British Columbia has operated a methadone 
maintenance program since 1964, which has provided over 1,000 patients with 
methadone and social counselling. 


The input consists of parolees, referrals from probation officers, as well as those 
seeking voluntary admission. As of November 1971, about 340 patients were under 
active treatment. Entry consists of a brief interview and a questionnaire concerning 
personal history and drug involvement. A screening medical examination is done and 
a decision made as to whether to attempt ambulatory withdrawal or to aim at a 
maintenance program. For a pilot experimental period of four months terminating in 
January 1971, patients were assigned randomly to either medication only or medica- 
tion plus counselling. The foundation has undertaken an evaluation to determine, 
from the results of this experiment, the possible value of therapy as measured by 
length of time patients remain in the program and by success in social adjustment. 


Urine samples are taken under supervision for testing in the lab which is in the same 
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building and handles a load of about 4,000 samples per month at a cost between $1.25 
and $2.00 each. Processing is done in batches of 40 and takes about 24 hours, 
although individual specimens requiring special attention may be tested in about two 
hours. 


Medication is provided in Tang® and consumed under supervision. At first, patients 
come daily, then they may pick up medication for the week-end and later, if reliable, 
may pick up supplies for two days at a time. 


Various reports have been made concerning the effectiveness of the program during 
its history. On January 1, 1970, there were 270 patients in the program; six months 
later only 130 remained. 


In a program to examine the abstinence-relapse patterns among heroin-dependent 
persons receiving methadone treatment on an out-patient basis, the Foundation 
selected 49 patients (34 males, 15 females) who met the following criteria: 


1. They must have first come to the Narcotic Addiction Foundation for treatment 
on or before December 31, 1966. 


2. They must have been in treatment and on a methadone maintenance program 
for at least 50% of the time between January, 1966 and March, 19700 


This core group of 49 patients had done best in treatment of all patients treated 
since 1966. They are comparatively old, ranging in age from 28 to 75 with an average 
age of 45.3. They are long-term addicts: habits range from two to 57 years with an 
average of 20. Only eight have had no relapses during the period studied; the other 41 
have spent an average of 20 per cent of the time on heroin. There is evidence that the 
older addicts had fewer relapses and that relapses in most cases were stimulated by 
psychosocial crises, including marital problems. As would be expected, patients with 
addicted spouses show high relapse rates.” 


REVIEW OF PROGRAMS 


Kramer (1970) states that after six years’ experience there are perhaps 10,000 
patients in about 50 programs in the United States, and: 


about 80 per cent of the patients who have started remain in the program and free of 
dependence on the use of opiates other than methadone....[MJost have resumed productive 
lives; the remainder, though unemployed, no longer engage in illicit enterprise. 


SUMMARY 


The status of methadone maintenance as a major treatment modality for opiate 
dependence remains controversial. Crucial to most negative attitudes towards metha- 
done maintenance Is its acceptance of a substitution addiction as the ultimate solution. 
Advocates of the therapeutic community approach are perhaps most vocal in their 
Opposition. 


Although the approach may be labelled ‘experimental’, even the most dismal of 
follow-up statistics provide more consolation and hope than the overall results of 
programs whose aim is abstinence, particularly the expensive long-term compulsory 
incarceration of addicts. One may accept philosophically that the ideal management 
of heroin dependence is personalized therapy aimed at total rehabilitation of the 
individual and including eventual absence of any drug abuse. Even if such a program 
would be accepted by a significant proportion of opiate users, the cost of it in dollars 
and presently non-existent trained personnel would be prohibitive for an opiate-using 
population in Canada which may be conservatively estimated to be at least 10,000. 
For better or for worse, methadone maintenance provides to date the cheapest and 
most effective weapon we have for dealing with large-scale heroin dependence. 
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RECOMMENDATIONS FOR METHADONE MAINTENANCE PROGRAMS 


1. Methadone maintenance programs should continue to be developed as a method 
for the management of opiate dependence and should exist in all geographical 
areas. 


2. Scrupulous care, including a period of residence in a clinic or hospital, should 
be taken in screening candidates for methadone programs to ensure that they 
are indeed physically dependent on an opiate. 


3. Methadone maintenance programs should be developed only—and methadone be 
available only—in specialized clinics, preferably hospital-based, as part of an 
overall maintenance program serving an area. The prescription of methadone by 
private physicians should be terminated except where there is a special arrange- 
ment with the clinic, and then under continuing close supervision by the clinic. 
This exception should be permitted only where auxiliary facilities, including 
counselling services, laboratory monitoring, and careful control including moni- 
toring by the Food and Drug Directorate may be ensured. 


4. In special cases where the patient cannot reasonably have regular access to a 
specialized clinic or authorized physician because of geographical location, 
private physicians, pharmacists, public health nurses or other suitably qualified 
persons may be authorized to administer methadone. In such cases, however, the 
person specially authorized to administer methadone should perform the neces- 
sary counselling and monitoring services and should make regular reports to the 
specialized clinic which has assumed and retained overall responsibility for the 
patient’s maintenance program. Alteration of the dose of methadone should be 
subject to prior approval by the specialized clinic. This exceptional procedure of 
administration should be authorized only after the patient’s adaptation to 
methadone has been clearly established. 


5. All persons who are offered methadone programs should first be clearly in- 
formed of the nature of this treatment and of other treatment options available 
to them. 


6. All established programs should institute intensive evaluation to identify the 
characteristics of their patients, the types of patients who remain in the 
program, and the success rate as measured by the criteria indicated under Goals 
of Methadone Treatment above. Data gathered should include age, sex, socio- 
economic background, education, duration of drug use, types and patterns of 
drugs used in the past, full family and occupational histories and personality 
profiles. Such data should be available to all the specialized clinics. 


7. An opiate user should be considered for methadone maintenance only where it 
has been established that he is dependent on opiate use and where, in the 
opinion of a physician, it appears likely that other alternatives would not be 
successful. 


8. Since the administration of methadone to young persons may be preferable to 
incurable dependence on heroin, we do not think that such administration should 
be precluded in principle but that it should be left to the discretion of physi- 
cians. When it is administered to persons under 18, such administration should 
be preceded or accompanied by intensive efforts to effect a cure by 
psychotherapy. 
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RECOMMENDATIONS FOR THE TREATMENT OF OPIATE 
DEPENDENCE 


1. Because of the high cost of treatment programs and their relative lack of 
success, major efforts should be directed toward the prevention of opiate nar- 
cotic dependence, particularly among young people. These efforts should include 
early identification of high risk persons, particularly chronic amphetamine 
users. 


2. Community treatment facilities for dependence on opiate narcotics should have 
built-in evaluative and research components. 


3. Wherever feasible, such facilities should be equipped to provide the full range 
of treatment programs. Where this is not possible in a single complex, adequate 
provision should be made, by referral, for giving the patient access to the full 
range of treatment opportunities. 


4. The recommended course of treatment in the usual case would be as follows: 


(a) Treatment of acute effects in hospital with gradual withdrawal, using 
methadone. 


(b) After this stage, and suitable evaluation, the patient should be offered 
either: 


(i) Individual or group psychotherapy, vocational guidance, job placement 
and similar rehabilitation measures, 


or 


(ii) Maintenance on a narcotic antagonist with close follow-up on an outpa- 
tient basis. Such maintenance should not serve only a ‘watch dog’ 
function but should include active intervention in the life of the patient, 
such as the provision of occupational or educational opportunities and 
daily assistance in coping with problems. This can only be satisfactorily 
accomplished if counselling is available during the evening hours. 


(c) In all cases, the physician should make regular, not less than weekly, urine 
tests to monitor the patient’s drug use. 


5. After a reasonable trial of this program, those who fail should be offered a 
choice of methadone maintenance or other opiate maintenance (subject to the 
conditions outlined above), or residence in a therapeutic community. [See Ap- 
pendix B for an estimate of costs.] 


Because it raises philosophic issues as well as issues of efficacy and feasibility, the 
question of compulsory treatment can only be properly considered in the whole 
context of legislative policy with respect to the non-medical user of drugs. In Canada it 
also raises constitutional issues. We therefore reserve our recommendations on this 
subject to that part of our Final Report which deals with the role of law generally. 
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Wl. THE TREATMENT OF HIGH DOSE AMPHETAMINE 
(SPEED) DEPENDENCE 


No discussion of the treatment of those who become dependent on large doses of 
injected amphetamines (Speed) is of value without a preliminary profile of the speed 
user as well as an understanding of the symptoms and signs of speed use. 


THE SPEED USER 


Canadian clinicians with whom we have spoken have stated that many of the speed 
users whom they have seen have had the following characteristics: 


(1) They have experienced personal, family or legal troubles prior to drug use. 


(2) They have had reason to feel inadequate in one or more areas of their lives: 
poor academic performance, failure to meet parents’ expectations, replacement 
by a younger sibling in their parents’ affection, physical disability limiting their 
full participation in life, or (in males) delayed puberty with resulting doubt 
concerning their masculinity. 


(3) They have a parent whose alcoholism was disruptive to f amily life during their 
early years. 


(4) They exhibit a coldness toward members of both sexes and usually have had no 
close friends during their early years. 


The suicidal lure of speed use cannot be dismissed lightly, although this aspect is 
denied by some observers. This is the only drug whose bad effects are overstated in the 
drug subculture and although most chronic users are forced to seek treatment for 
complications which frighten them, they keep coming back to the drug. A physician 
has reported the following cases from Hamilton, Ontario: 


One veteran of the scene came to the clinic with outrage in his voice: ‘I thought speed is 
supposed to Kill. ’'ve been shooting for two years and I’m still around. What the hell!’ One 
dealer whom I treated for the acute onset of hepatitis coinciding with a crash from a long 
run was so very ill that he and his colleagues thought he was dying. Afterwards he admitted 
‘T wanted to die until I realized I really was going to and then I decided I didn’t want to 
after all.’ 


Boyd (1970) discusses seven basic reasons why adolescents may be drawn to taking 
drugs. Of these, he considers two critical: 


(1) Drugs provide an avenue of escape when stress is overwhelming. 


(2) Drugs offer a means of destroying that part of himself with which the adoles- 
cent cannot come to terms. Thus, drug use takes on the dimension of a chronic 
unconscious suicidal pattern.” 


This investigator considers that when the adolescent starts to use drugs in earnest for 
the above two reasons “opiate addiction would seem to be almost inescapable for 
him.” It is interesting that these two motives are common to most speed users.” 


Speeders form a select subset of youthful drug users because they have passed the 
‘needle barrier’. Most who pass this barrier cannot be considered ‘normal’, although a 
few sneak through because of peer group pressure OF because of a temporary crisis in 
their lives. The profound immediate effect of intravenous injection—the ‘rush’—cannot 
be underestimated as a compelling attraction to continued amphetamine use. The 
majority of those who experience it once will do so again and again. It is even more 
difficult to find a large sample of people who have used speed intravenously only a 
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few times. When asked to describe the rush, users fall into two categories: 


(a) The chronic user who becomes almost inarticulately ecstatic: “Like you can’t 
describe it....you feel it all over....a total body orgasm....”” 

(b) The smaller number of occasional users who have been able to “take it or leave 
it’? and who describe the rush enthusiastically but more articulately. “Right 
away you have this hot feeling...your heart beats fast and so loud you can hear 
iki 


Most workers consider speed users at least as difficult to treat as those addicted to 
opiates. Long-term follow-up is rare, as speeders weave in and out of treatment 
facilities and are rapidly lost for statistical purposes. 


A Swedish follow-up study of 74 treated, intravenous amphetamine users, reported 
by Gunne and others (1970), reveals a depressingly dismal record of recovery by 
speed users. (See Table 1.) 


TABLE 1 


RECOVERY RECORD OF SPEED USERS 


No Relapse Now Drug- 


Free 
aC) ee ee 
6 Months Post Discharge 13 16 
12 Months Post Discharge 5 12 


According to Table 1, then, only 13 per cent of those studied had been free of drugs 
continuously after six months and only 5 per cent after one year. However, during the 
year of observation from 12-16 per cent of users had become drug-free on and off, at 
least for a time.”” 


SYMPTOMS AND SIGNS 


Appearance. The chronic speed user is characteristically thin because of malnutrition 
and because speed use is most common among late maturing males of ectomorphic 
build. He is usually unkempt, unwashed, and has the characteristic odour of over- 
worked sebaceous glands. He experiences frequent tremors, abrupt mannerisms and 
tics, especially jaw clenching. His hyperactivity includes scratching and picking his lips 
and cuticles which show redness, bleeding, and often secondary infection. Acne and 
other skin infections also are common among speed users. 


Physical Examination reveals the following: His blood pressure is elevated and the 
heart rate often exceeds 150 per minute. Superficial veins show the characteristic 
‘tracks’ with bruising, tenderness, varying degrees of infection and clotting within the 
veins. Lymph nodes are often enlarged because of infection or insoluble particles 
which have been injected. 


Mental Status. The strung-out user is usually very talkative, indulging in flight of 
ideas, rapid speech, and incomplete sentences which make comprehension difficult for 
the listener. His anxiety and tenseness are revealed by his rapid reaction to questions 
and movements of the examiner and easy distraction by background sounds which 
startle him. He may experience incidents of paranoia and hallucinations, depending on 
the duration of the present run and the degree of sleep deprivation. Some appear with 
a full-blown paranoid psychosis. Compulsive behaviour is common. 


Speeders are difficult patients who are hard to love—cold, suspicious, unco-opera- 
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tive, often violent, totally unreliable. Their coldness usually stems from a longstanding 
inability to form close attachments or to relate to other people. A negative reaction by 
other people to their coldness confirms their fears that they are incapable of attracting 
others to them. Their paranoia is based on fact: they are the object of considerable 
police attention, they fear discovery and arrest, they usually owe money and have 
‘ripped off or ‘burned’ others who will eventually catch up with them. Moreover, they 
fear that the person to whom they go to seek help will at best give them an 
unsympathetic ‘hassle’ and at worst turn them in to the police. They show a specific 
distortion of time sense where past and future have become meaningless words. They 
may agree to keep an appointment for tomorrow at 2:00 only to be agreeable, while in 
fact they have no concept of what the agreement involves. When they fail to show up 
they are written off as being untruthful and unreliable. 


COMPLICATIONS OF SPEED INJECTION 


The Crash 


During a run, injection of increasingly higher doses occurs every few hours for some 
days with usually little eating or sleeping. Symptoms and signs increase in severity with 
length of the run. Eventually a crash occurs after withdrawal from the drug, through 
eventual fatigue and collapse or through taking a ‘downer’. Sleep is profound, lasting 
for 24-48 hours, and during the first few hours it may be impossible to rouse the 
patient. Following the crash, withdrawal-like symptoms appear with severe depression, 
drowsiness, anxiety, cramps, and hunger. 


Overdose 


Overdosing occurs because of variation in the strength of street drugs, loss of 
tolerance following a period of abstinence, or uncontrolled repeated injections in 
pursuit of a rush. The condition which is usually termed ‘overamping’, usually shows a 
rapidly changing pattern of autonomic responses with alterations in heart rate and 
rhythm, flushing and blanching of the extremities, great anxiety and a feeling of 
impending death. The patient frequently complains of chest pain and may have 
difficulty in breathing. He may show signs of paralysis which can be differentiated 
from a stroke by its unusual pattern and its response to reassurance. 


Despite the widely used slogan “Speed Kills’, remarkably few deaths have been 
directly traced to amphetamines. However, the clinical signs of severe overdose may 
include: 

- Agitation, delusions, and hallucinations; 

- High temperature; 

- Severe acidosis; 

- Shock leading to cardiovascular collapse; 

- Hemorrhages in various organs including the brain. 


Infection 


The use of contaminated needles and street drugs results in a variety of local and 
systemic infections in speed users. Boils, abscesses, and infected veins are common. 
Hepatitis is increasing as a complication of speed use. 

Tetanus is named by Helpern as one of the causes of death among New York City 
drug addicts: 


Subscutaneous injections or ‘skin popping’ may also introduce spores of Clostridium tetani 
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and give rise to fatal tetanus infection with characteristic symptoms. Such cases are more 
frequently encountered in women than in male addicts, and death is more likely to occur 
after hospitalization for the convulsive seizures and trismus. A possible reason why tetanus is 
less frequent in male addicts is that working men, especially in the labourer class, are more 
likely to be immunized with tetanus toxoid as part of a prophylactic program designed to 
combat this disease. In this connection, it is interesting to note that in New York City, in 
recent years, fatalities from tetanus have been observed almost exclusively in the narcotic 
addict population. In these cases, it is usually possible by careful searching to find one or 
more of the indurated or fluctuant ene abscesses containing abundant gray pus from which 
the tetanus organisms can be cultured. 


Although tetanus is not presently a problem in Canada, perhaps because of 
widespread immunization of young people using speed, the possibility of tetanus 
developing suggests the importance of giving tetanus booster immunization to identi- 
fied speed users. 


Effects on Liver. 


A common complication of intravenous amphetamines is the development of 
hepatitis. There is increasing evidence that liver function is impaired even in speed 
users who do not develop this infection. 


Although we have little documentation, an increasing proportion of patients admit- 
ted to hospitals with hepatitis are discovered to be intravenous drug users. They also 
tend to show persisting abnormal liver function after clinical signs have subsided and 
they have been discharged from hospital. Liver function tests are rarely performed on 
these patients prior to the development of hepatitis, and so it remains doubtful 
whether altered liver function pre-dated the onset of the infection or whether their 
recovery course from hepatitis is slower than usual. 


Dr. Owen J. Kealey, an Ottawa physician, has been studying liver function in 
chronic amphetamine users. In a personal communication of work in progress he 
describes liver cell damage and abnormal liver function in chronic intravenous 
amphetamine users who do not show overt clinical signs of hepatitits. Also the 
microscopic appearance of the liver is not that of hepatitis. It is uncertain whether the 
liver damage is related to direct drug effect or to the chronic malnutrition which 
accompanies the use of speed. He feels that the long-term prognosis for these people is 
bad and that many will develop cirrhosis of the liver. 


A study of intravenous drug users in Savannah, Georgia was reported by the United 
States Department of Health, Education and Welfare in December 1969. During the 
year, 33 cases of hepatitis had been reported, including teen-age deaths. A special 
clinic was set up to investigate a sample of 70 drug users who had used intravenous 
drugs for periods ranging from two to 12 months. These included eight who had 
already been hospitalized for hepatitis. An additional 23 had clinical histories suggest- 
ing hepatitis or showed abnormal liver function. The presence of Australia Antigen 
(probably a special virus) in six suggested that they were suffering from so-called 
‘serum hepatitis’. 


Dental Problems 


Although the etiology is not clear and may involve malnutrition and lack of oral 
hygiene as well as the direct effect of amphetamines, speed users rapidly develop 
severe dental and periodontal disease. The gums and supporting tissue of the teeth 
deteriorate to the point of loosening—and eventual loss—of the teeth. An excessively 
high number of caries also is common and caries appear to develop more quickly than 
in other patients who neglect dental care. 
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Other Complications 


Citron and others reported in 1970 on 14 young drug abusers who developed 
serious damage to the walls of their blood vessels (Necrotizing Angiitis). Methamphe- 
tamine had been used in large dosage by 12 of the patients. Of these, four died of 
complications.’ 


The intravenous injection of tablets designed for oral use is hazardous because they 
contain an insoluble, unabsorbable filler (usually talc). Bainborough and Jericho 
(1970) describe a drug addict who developed lesions surrounding such foreign parti- 
cles which had been filtered out in the lungs. Lung congestion led to heart failure and 
death. 


TREATING SPEED USERS 


General Principles 


No drug problem elicits such universal pessimism among those concerned with 
treatment as the task of reclaiming a chronic speed user. At the Commission’s public 
hearings, though most speakers felt that speed users were in need of treatment, there 
was a general tone of pessimism regarding the likelihood of success with any form of 
treatment. No speaker suggested he had the answer, even those who had personally 
attempted to administer therapy. Rather, possible types of treatment and their prob- 
lems were discussed. As some observers put it bluntly: “There are no really successful 
therapies as yet.’” Initial withdrawal from the drug is relatively easy, but maintaining 
abstinence is defiantly difficult.'” 


Factors hindering rehabilitation include the difficulty of enticing the speeder to seek 
help, the impossibility of establishing any meaningful communication while he is 
strung out, his generally negative behaviour, the lack of facilities for long-term 
isolation from the environment which supports his life style, and the compelling 
craving for the drug that results in repeated defection whenever success in rehabilita- 
tion appears to be in sight. 


‘Speeding’ is a way of life which, despite all its obvious trauma, many prefer to the 
straight life—primarily because a sense of adequacy and belonging, lacking prior to 
drug use, is artificially produced. The sharing of the same needle makes speeders in a 
real sense blood brothers. They also share the same enemies: other adolescents who 
will not accept their bizarre behaviour, parents who have contributed greatly to their 
present alienation, the law enforcement agencies who view them as a scourge on the 
community. 


Since the speeder invariably has a long history of drug abuse, and has long since 
become accustomed to the mood changes produced by drugs, he has lost awareness of 
what a drug-free existence entails. He does not view his state as an illness but as 
something he enjoys profoundly. He is not crying for help to escape a habit; he is 
demanding that you get off his back and leave him to it, except perhaps to tidy up any 
unfortunate hazards of the occupation, such as hepatitis. 


Any successful form of treatment must take these facts and perspectives into 
account. 


Withdrawal from speed is best achieved in a hospital.°’ The abstinence syndrome 
following intravenous amphetamine use is almost certainly greatly underestimated. 
The patient will need help with the deep depression and long-term drowsiness 
following withdrawal and with his urge to ‘shoot up Just once’ to get relief. 


Patience needs to be cultivated within the therapeutic team to allow some days of 
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recovery before exploring the patient’s background and underlying problems. Until 
sleep, rehydration, nourishment and a relatively stable emotional state have been 
regained, therapy will not only be ineffectual but will precipitate the patient’s rejection 
of the program. As the therapist gains the confidence of the recovering patient it 
becomes evident, as Tookey (1969) points out, that “the drug itself is not the primary 
problem....the real issue is a chronic depression around which a life style develops.” 


Rapid recovery, both physical and behavioural, can be so striking that premature 
termination of treatment is common—resulting in immediate relapse. Prolonged isola- 
tion from outside contacts and careful monitoring of possible clandestine drug use, 
even in hospital, should be maintained. 


Because we lack long-term facilities, premature re-entry into regular society is 
commonly forced on speed users. During this rehabilitation period the gaps, which 
have become evident in the patient’s life, must be filled. He must learn self-motivation 
and to assume an independent existence without recourse to his old life style and 
friends. A return to this familiar social environment will virtually assure a return to the 
drug scene. Often, when dealing with adolescents, physicians place great emphasis 
upon a return to “normalcy”? which is usually assumed to be the pre-drug state. 
However, it should be remembered that it was this original state which drove the 
individual into addiction initially, and unless basic changes are made in this state, 
relapse is inevitable. 


Therapeutic Communities 


Therapeutic communities deal with ‘speed’ users and while no statistical informa- 
tion is presently available, some claim a high measure of success. The problem, of 
course, is to entice an individual into such a program, particularly when the typical 
candidate must be motivated enough to “fight his way in’. Many speeders refuse to 
approach such institutions until their life becomes utterly desperate simply because 
they are not unhappy with their present state. 


Dr. Rowen Hochstedler of Odyssey House, in New York, states that intravenous 
amphetamine users “tend to be harder to treat than the usual heroin addict, as they are 
even more manipulating” and because they have an irrepressible craving for the drug. 
On the basis of considerable experience in the treatment of these individuals he 
comments that: 


... our general approach to these drug users does not differ significantly from others. We feel 
that the underlying personality and behaviour disorder is in fact the same disease and 
therefore can be treated in the same manner that has worked for other drug users. |” 


The Ontario Addiction Research Foundation has recently established a therapeutic 
community in London, Ontario, which is specifically designed for young speed users. It 
is too early to assess the effectiveness of this program, but at the end of four months, 
12 members of the community were showing apparent progress. The Ontario program 
resembles that of Odyssey House, in that it has four phases extending over 18 months 

_aimed at preparing the graduate to be a functioning member of society. (This program 
is described more fully in the section on Therapeutic Communities). 


Various proposals are in various stages of implementation to develop ‘Speed Farm’ 
type treatment communities which rely on removing the patient from his former 
environment, the stimulating effect of a totally new setting, the support of peer group 
approval, and the chance to design new life goals. 


The Swedish Experience 


Sweden has had to cope with a particularly disturbing amphetamine problem 
during the last ten years. In 1970 it was estimated that there were about 10,000 
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intravenous amphetamine users in that country.’ A specially appointed Government 
Committee published the following recommendation in 1967: 


With regard to the treatment of abuse of drugs the Committee considers that this is 
primarily a task for the psychiatrist. In the Committee’s opinion it is not advisable to 
establish an independent treatment organization for abusers of drugs side by side with the 
public health organization, on the model of, for instance, the treatment of alcoholics. On the 
contrary, the Committee considers that it is preferable that drug abusers should be cared for 
as far as possible together with other patients. The Committee thus considers that drug 
abusers, as at present, should to a great extent obtain help from the existing psychiatric 
treatment facilities. 


For those who cannot adapt themselves to this treatment framework, the Committee 
suggests special measures. These are based on the idea that the ‘open care’ of drug abusers 
must be supported by closed psychiatric units with access to well-equipped clinical laborato- 
ries. Furthermore, effective after-care is absolutely essential. Therefore, for open care the 
Committee proposes a strengthening of the special clinics and for enclosed care it suggests 
wards of 10-12 places....'* 


In 1969 a Government-appointed expert Committee on the treatment of drug 
addicts worked out further recommendations. Gunne (1970) reports on these as 
follows: 


Great emphasis is being laid upon patient democracy and the realization of a therapeutic 
community according to Maxwell Jones. After these recommendations appeared in Decem- 
ber 1969 a number of small treatment units have been set up, to some extent under the 
leadership of local temperance boards in various parts of the country. Many of these units 
have had no medical advisers or only temporary contacts with a local psychiatrist for 
specially disturbed patients. To begin with there was much uncritical enthusiasm among the 
staff and the patients, but this was soon followed by disappointment, drug trafficking and 
disorganization. Little or nothing was done to evaluate the effect of the treatment. 


In other institutions there was instead a development in the direction of a Synanon-type of 
micro-society. In these cases a central group of patients have taken over the decisions 
generally enjoined upon the staff. This has led to discharge of abusing addicts while the 
restored patients tend to stay in the wards for a considerable time, forming a senate of 
patients which judge and manipulate the behaviour of the rest in a rather rigorous manner. 
As is the case within Synanon, most patient groups in this situation are opposed to chemical 
drug control.’ 


Two Swedish studies were undertaken with the special aim of evaluating the success 
of treatment. In one reform school for asocial girls at Ryagarden, individual and 
group therapy was started on a regular basis. 


Occupational therapy and a rich variety of recreational activities (horseback riding, 
swimming, skiing) were also offered. The attitudes of the girls changed for the better, 
in the direction of greater optimism and self-confidence. However, the number of girls 
running away from the school remained unchanged as compared to a previous control 

eriod. Several relapses of drug taking were reported, but no exact figures are 
available. 


Another study in Upsala tried to focus on ‘chemical rehabilitation’ (urine tests free 
from drugs). Urine was analysed 2-3 times a week, and 25 per cent of the specimens 
were positive for drugs. This proportion was eventually reduced to a strikingly low 
0.5% and later stabilized at 6%, but only after a strict rule had been enforced that no 
patient was allowed to walk alone in the park as long as any patients had positive 
urine tests. Those in charge of the program found that the introduction of necessary 
restrictions, like the above, did not necessarily eliminate the possibility of establishing 
a constructive and therapeutic emotional contact with the patients. 


In a recent personal communication to our Commission (June 1971), Dr. Gunne 
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reported that in his community-organized clinic for drug users—mainly amphetamine 
users—about one-third are admitted on a compulsory basis. However, all of these were 
acutely intoxicated on admission and obtained voluntary status within a few days after 
detoxification. There is a drop-out rate of 17 per cent after detoxification—whether 
admitted voluntarily or compulsorily, while 83 per cent choose to remain as in-patients 
on the program, which lasts from four to six weeks. The relapse rate is high, but 
contact with all patients is usually maintained for a period of two years. The staff of 
the clinics is responsible for the follow-up contacts, by telephone and visits. 


Dr. Gunne expressed optimism about a new chemical antagonist which effectively 
blocks amphetamines and seems to offer great hope for a successful combination of 
chemical, social and psychological therapies."° 


Queen Street Mental Health Centre, Toronto 


William Clement has described a study of 1,000 chronic speed users in Toronto. 
Using as the criterion a speeder’s ability to function in society without using speed, 
Clement claims that 40 per cent of Queen Street’s patients remained stabilized one 
year after discharge. The program had three aspects: 


(A) Admission to hospital for two weeks for evaluation and detoxification. During 
this time laboratory assessments of liver, kidney and cardiovascular function 
were made. 


(B) Chemotherapy of heroic proportions was aimed at controlling abstinence symp- 
toms and treating depression. 


(C) Referral on a discharge to a ‘true believer’ program appropriate to fit the 
psychological needs of the patient, for example, Scientology, Yoga, etc. 


Drugs used were: 
2 mg Haloperidol gid, PRN (on demand) (Haloperidol: used in treatment of 
psychotic states marked by agitation, mental confusion, or paranoid 
symptomatology); 
50 mg Orphenadrine qid (Orphenadrine HCL: used in treatment of muscle 
spasms); 
25 mg Amitriptyline gid (Increase to 300 mg per diem in 25 mg increments), 
(Amitriptyline: used in treatment of mental depression); 
25 mg Chlordiazepoxide h.s. (Chlordiazepoxide: a minor tranquilizer, in sleep- 
inducing dosage); 
Vitamine B Forte with C (to eight caps per day), (to support enzyme systems).” 


Blockage of Amphetamine Effects 


Narcotic antagonists, such as cyclazocine, suggest the possible value of agents 
blocking the effects of amphetamines. One group of such substances are those which 
inhibit catecholamine synthesis. Gunne and others (1970) used alpha-methyl-p-tyro- 
sine in a clinical trial and found that, although it blocked the effects of amphetamines 
by the second day of its administration, by the seventh day the effects were returning 
because of the development of tolerance to the blocking agent.'” Unfortunately, the 
rapid development of tolerance renders this drug useless for long-term treatment. 
Further research is needed to discover other substances, perhaps neuroleptics, which 
may provide effective blockade for longer periods of time. 


Burlington Study 


A long term study of speed use in Burlington, Ontario, has given investigators an 
opportunity to observe both the pattern of use and also how intervention can alter its 
course. 
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Treatment is offered through street work and a storefront clinic. Speeders seek help 
because of medical or legal complications, rather than because they want assistance in 
stopping speed use. There are no residential facilities in the region for long term 
rehabilitation of speed users, and so we have at least learned the overwhelming 
difficulties involved in ambulatory management. Where possible, because of medical 
complications such as hepatitis, patients are admitted to the hospital for one to two 
weeks for detoxification. Unfortunately, they then return to the same home and 
friends who had contributed to the maintenance of their former drug habit. In spite of 
frequent contact and continued counselling, it has been possible to achieve the goals of 
abstinence from speed use and responsible social functioning in only about one in four 
patients. The success rate is improving, as the team is improving its techniques and 
also now recognizes that results cannot be evaluated for at least a year after original 
contact with the patient. Persistence in the face of numerous relapses does yield 
results. 


SUMMARY 


Some overall generalizations are possible: 


(1) Most speed users have personal or social problems predating their drug use. 
Unless these are relieved, treatment will not be successful. Alternatives to drug 
use must be provided. 


(2) Rehabilitation is a Jong process requiring great persistence and acceptance of 
the fact that practically all speed users relapse following initial detoxification. 


(3) Detoxification is best carried out in hospital, and this withdrawal stage must be 
supported by drugs. [See section on Short-Term Medical Management—Amphe- 
tamines—later in this report.] 


(4) Motivation to stop drug use is minimal. Only serious complications, such as 
hepatitis, bring users to a treatment facility in most cases. It is not unusual to see 
individuals surviving for three years of chronic speed use punctuated by illness 
and arrest, but persisting in their dependency. Most speed users must be 
induced to seek treatment by the encouragement and help of others. 


(5) Therapeutic counselling is ineffective until the patient is free of amphetamines. 


RECOMMENDATIONS 


1. Because of the high cost and low return in the treatment of chronic speed users, 
our major effort should be aimed at prevention, including identification of high 
risk persons and situations, and attempts to avoid or remove conditions condu- 
cive to such use. Another important reason for prevention of the use of speed is 
the strong evidence of progression from amphetamines to heroin. 


2. Catchment and continued care of speeders depends on close liaison between 
street worker, innovative service, hospital, and rehabilitation services. Education 
of workers in these areas is needed to help them understand the unique problem 
of speed users. 


3. Residential facilities for the post-detoxification period are needed for at least 
the first few crucial months to provide isolation from the outside drug scene and 
to begin the rehabilitation process. 


4. Small therapeutic communities, restricted to speed users, offer the best hope for 
successful treatment and rehabilitation. 


5. The Federal Government should support research on the development of an 
effective antagonist for amphetamines. 
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IV. THE TREATMENT OF ALCOHOLISM 


INTRODUCTION 


It is estimated that 5.45 per cent of the drinking population in Canada, that is, about 
617,000 persons, consume a ‘hazardous’ amount of alcohol, defined as 100 ml (about 
3% ounces—equivalent to about five social drinks) of absolute alcohol per day. 


Between the years of 1959 to 1968, deaths in Canada due to alcoholism increased 
by 74.8 per cent fer males and 107.4 per cent for females. In 1969 there were 905 
deaths in Canada due to alcoholism, including those caused by poisoning and cirrhosis 
of the liver. 


The World Health Organization has estimated that in both Canada and the United 
States the prevalence of dependence on alcohol is 100 times greater than dependence 
on narcotics. This is just one indication of the seriousness which should be attached to 
the treatment of this our most widespread drug-dependence problem. Another indica- 
tion is that the life expectancy of an alcoholic is ten to 12 years less than the average. 


The main conditions arising from the over-use of alcohol and requiring treatment 
include: 

(1) Intoxication, including poisoning; 

(2) Dependence, including the problems of withdrawal; 

(3) Malnutrition, often resulting in neurological disorders; 

(4) Cirrhosis and other liver disease; 


(5) Psychiatric problems—both the disorders underlying the disease and those 
arising from the use of alcohol; 


(6) Social maladjustment. 


CURRENT METHODS OF TREATMENT 


REFERRALS OF PROBLEM DRINKERS 


At present, Canada has no organized means of reaching problem drinkers who are 
unwilling to seek help. The social stigma still attached to alcoholism accounts for 
considerable rationalization by alcoholics, as well as outright refusal of treatment, 
normally not associated with ‘acceptable’ diseases. Once the individual’s declining 
physical condition or his social downfall force him to acknowledge that he is an 
alcoholic, the type of treatment agency that will take him in depends largely upon his 
socio-economic status and his projected chances for recovery. 


Here are today’s primary channels through which alcoholics and problem drinkers 
are referred for assistance: 


Legal Channels 


Virtually anyone who becomes intoxicated in a public place may find himself 
sleeping it off in a police ‘drunk tank’, usually without the benefit of medical care. 
Whether an alcoholic is then referred to an effective treatment facility by the court 
depends largely on where in Canada his arrest occurred, and under what 
circumstances. 
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Industrial Channels 


A small but growing number of corporations in Canada are now including clinical 
treatment referral services for alcoholic employees. Alcoholics who are referred for 
treatment by their employers tend to be more highly motivated than those referred by 
the court. The industrial referral is under great pressure to succeed since he myst 
contend not only with his family but also with his employer, his fellow workers and 
the threat of being fired.” 


Medical Channels 


The role of the family physician is a vital one in the referral of alcohol-related 
problems because the general practitioner usually has much greater contact with the 
family and its problems than any other type of medical professional. Ideally, the 
physician’s role involves watching for signs of family conflict, alcohol-related prob- 
lems and specific medical problems that might indicate alcoholism. 


When an alcoholic or potential alcoholic has been discovered, the physician should 
try to ascertain the extent of the problem, then refer the patient or the appropriate 
family member to a suitable agency for assistance and care. Unfortunately, most 
family physicians have neither the required time nor the facilities to deal effectively 
with the complex phenomenon of alcoholism. However, the general practitioner’s role 
in diagnosis, referral, liaison, counselling and follow-up care could be an invaluable 
link in any national chain of therapeutic facilities and programs for this disease. 


Other Channels 


A variety of formal and informal routes exist, at least in theory, which may serve as 
a catchment network for problem drinkers: church agencies and individual clergymen, 
family counsellors, youth services identifying problem families, and interested rela- 
tives and friends. Referral to Alcoholics Anonymous is sometimes the result of 
personal contact with a member who may persuade him to attend a local meeting. The 
effectiveness of this network in the ultimate treatment of the alcoholic is unknown, due 
in part to its informality. 


TREATMENT FACILITIES 
Legal 


The Cooperative Commission on the Study of Alcoholism (1967) termed the ‘drunk 
tanks’ found today in most city jails “instances of barbaric mistreatment.’ As with 
other treatment procedures, the individual who suffers most at the hands of the legal 
system is the indigent alcoholic. Every other social class of alcoholic has some medical 
and rehabilitative resources available to him. 


The ‘skid row bum’, however, usually finds himself caught in an unending cycle of 
minor catastrophes that researchers have labelled ‘the revolving door syndrome’. The 
cycle begins when he is picked up by the police, usually for public drunkenness. He is 
then dried out in a ‘drunk tank’, without medical help, and sentenced in court. A fine is 
sometimes offered as an alternative to a jail sentence, but he can rarely afford it. The 
cycle is completed when the alcoholic is returned to the streets and begun again when 
he is again arrested. 


The futility of incarcerating chronic inebriates has not gone entirely unnoticed, 
however. In 1970 the Canadian Corrections Association recommended: 


That all legislation which makes public intoxication or intoxication under the Indian Act an 
offence be repealed; 
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That appropriate health and welfare legislation be enacted to provide a statutory basis for a 
program of public intoxication control; 


That all persons found intoxicated in a public place be taken into temporary protective 
custody and immediately transported to a health and welfare facility designated as a 
detoxication centre; 


That peace officers be designated by the legislation as the persons authorized to take public 
inebriates into temporary protective custody and to transport them to detoxication centres; 


That directors of detoxication centres be given statutory authority to detain a person, 
diagnosed at admission as an intoxicated person, for a maximum of twenty-four hours.” 


This general approach has been adopted to some extent in several provinces where 
police officers are given discretion to take a person into custody for a limited period for 
detoxification treatment instead of laying a charge of public drunkenness. 


The Canadian Corrections Association also has presented a strong argument for 
transferring the responsibility for handling public drunkenness offenders from the 
present legal process to our health and welfare system. Aside from medical and 
humanitarian considerations, the Association notes: 


There would appear to be close to one hundred thousand jail sentences served in Canada in 
one year for the ‘offence’ of public intoxication... this represents more than one million man/ 
days of detention per year... costs of detention for public inebriates in Canada can be 
anywhere fou ten to twenty million dollars without counting the costs of arrest and 
prosecution. 


General Hospitals 


Many observers have drawn a parallel between the treatment of alcoholics in 
general hospitals and the treatment of the skid row bum’s revolving door syndrome. 
Bell (1970) notes the “repeated admissions of the dependent drinker to hospital after 
hospital, involving untold hours of clinical time in caring for the critical problems of 
the moment.” Bell adds, referring to the treatment of alcoholics for the merely 
physical consequences of chemical dependence: 


Some of these patients have had the repeated benefit of the most highly skilled medical care 
without ever encountering a therapeutic situation to correct the primary dependence. 


Also, the stigma of ‘alcoholism’ has led some physicians to attach deceptive, non- 
alcoholic labels to the patient’s real problem. Many health insurance policies, for 
example, do not include treatment of alcoholism and many hospitals refuse to admit 
alcoholics. Thus, physicians are frequently (and understandably) reluctant to diagnose 
a patient’s condition as alcoholic. “It would be surprising indeed,” asserts Bell, “to find 
a large general hospital in which the relationships of all disabilities to chemical 
dependence are consistently and accurately recorded.” 


Out of this apparently widespread and deliberate mis-diagnosis, emerges the inter- 
esting question: just how inaccurate are our estimates of Canada’s alcoholism 
problem? 


Findings of the Cooperative Commission on the Study of Alcoholism (1967) 
corroborate these criticisms: 


The treatment typically provided in general hospitals is very limited; in most cases it deals 
only with the patient’s toxic state and other urgent medical problems. Rarely are attempts 
made to deal with the drinking problem or to develop a plan for the patient’s continued 
treatment. Referral to psychiatry, or social service departments, or to other community 
agencies, including A.A.., is also rare. 


There is scant evidence to support an assumption that conditions have improved 
substantially in the four years since the Commission made this statement. 
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Alcoholics Anonymous 


Formed in Akron, Ohio in 1935, the Fellowship of Alcoholics Anonymous today 
counts 21,600 members in 1,550 groups in Canada alone. A.A. is generally believed to 
have helped more uncontrolled drinkers than any other method in human history. It is 
claimed that about 40 per cent of members who express more than a passing interest 
in the program have no relapse and a significant number of those who do relapse 
eventually return to abstinence. 


Among the 12 steps of its philosophy, Alcoholics Anonymous emphasizes restitu- 
tion, mutual help, trust in God, group confession and the belief that the alcoholic is 
powerless over alcohol. The frequent meetings of A.A. consist largely of studies of the 
12 steps toward control of alcoholism and of members’ testimony of their success in 
achieving that control. Many members are involved in twelfth step work—an effort to 
assist other problem drinkers and carry the A.A. message to them. 


The tendency of Alcoholics Anonymous to downgrade the effectiveness of other 
treatment methods has drawn criticism from several researchers. As Bell (1970) points 
out: 

Not only could other methods work, but many cases would have been totally beyond help by 
A.A. method alone, which insisted tenaciously that the uncontrolled drinker must first want 
to help himself before anyone else could help him. Although this attitude is warranted 
regarding those to be helped by the A.A. method, it is most certainly not applicable to many 
others who are disabled in such a way that they could never experience a desire to stop 
drinking until they first received appropriate help and treatment. 


Also discussing the relationship between Alcoholics Anonymous and alcoholism 
clinics, Sidney Cahn (1970) cites A.A.’s distrust of psychiatry, psychopharmacological 
therapy and treatment ideologies as causes of mutual indifference or hostility. “The 
clinics’, says Cahn: 


have objected to widely held A.A. beliefs, among them: once an alcoholic, always an 
alcoholic: alcoholism is a noncurable disease; the sole objective of therapy is complete 
abstinence; only an alcoholic can help an alcoholic; an alcoholic must hit bottom before he is 
ready for help; in order to recover, an alcoholic must surrender to a higher being; alcoholism 
is an allergy....° 


In the United States, says Bell (1970), Alcoholics Anonymous membership reaches 
only one in 40 uncontrolled drinkers, and the likelihood is that this proportion also 
applies to Canada Nevertheless, the Cooperative Commission on the Study of 
Alcoholism (1967) points out that: 

..some segments of the public and some community care-givers expect A.A. to assume the 

major role in the rehabilitation of these persons. The existence of A.A. is even used at times 
F . . ° : 6 

to justify the absence of professionally directed services. 


Despite their various differences, the relationship between clinics and Alcoholics 
Anonymous has generally improved in recent years with a growing appreciation of 
each other’s strengths as well as weaknesses, and according to Cahn, (1970) “Most 
clinics now claim that they use A.A. selectively on the basis of their clients’ needs.” 


Alcoholism Clinics 

Specialized alcoholism clinics offer a multi-disciplinary approach to the treatment of 
alcoholics on an outpatient basis. They incorporate psychiatry, medicine, public health 
nursing, physical and occupational therapy, psychology and social work in their 
programs of rehabilitation. 


Most clinics are professionally staffed, but where non-professionals are employed, 
they are always supervised by prof essional staff members. The dominant personnel in 
most alcoholism clinics are psychiatrists, clinical psychologists and social workers who 
specialize in individual psychotherapy. 
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Patients at these clinics are generally from middle-class background and because of 
the selective policies governing admission, skid row alcoholics are virtually excluded. 
For instance, considerable emphasis is placed on the patient’s family situation, verbal 
ability and motivation—all of which tend to be reflections of social class, education, 
occupation and family’s financial standing. 


The admissions procedure of most clinics consists of a series of interviews and 
lectures that may continue for as long as a month. This ‘obstacle course’ is designed to 
test motivation and treatability, and in practice tends to eliminate about half of those 
who apply—the half which usually includes those in most desperate need of treatment. 


Most therapists in these facilities use the term ‘character disorder’ to describe the 
behavioural syndromes of the majority of their alcoholic patients. This diagnosis is 
based on the assumption that some alcoholics fail to progress beyond a primitive stage 
in their intra-psychic development. 


In treating these character disorders and other behavioural syndromes of alcoholics, 
clinics employ group therapy, indirect therapy (treating the wife or other family 
members) and in some cases behavioural therapy. The most widely accepted treat- 
ment procedure, however, is individual psychotherapy. The therapeutic approach 
usually involves continuously confronting the alcoholic with the reality of the destruc- 
tive impact of his drinking on himself and others, while at the same time reassuring 
him that he is not being rejected as an individual in need of help. 


The Cooperative Commission on the Study of Alcoholism sums up its report on 
specialized alcoholism clinics: 


Some of the strengths of alcoholism clinics are their availability to patients, their work with 
families, their flexibility in combining traditional psychotherapy with other approaches, and 
their increased use of group methods. 


Among the major weaknesses are the failure to provide real treatment for a substantial 
proportion of patients having at least an initial contact with the clinic; the lack of 
experimentation to develop new approaches for working with the less verbal, lower-class 
patient; the continuing isolation from other agencies—particularly general psychiatric serv- 
ices, mental hospitals, and medical detoxification facilities; and the lack of relationship with 
basic professional training institutions. A different kind of shortcoming of alcoholism clinics 
is the total avoidance of all other alcohol problems, and their failure to consider the field of 
Pigyeouon: Probably the most serious shortcoming of all is the very small number of such 
clinics. 


Detoxification Centres 


Detoxification centres serve a limited but increasingly important function as the first 
stage in a system of alcoholism-treatment facilities. These units, which are found 
almost exclusively in major metropolitan areas, offer a realistic and humane alterna- 
tive to the present legal-criminal-justice system of dealing with acutely intoxicated 
individuals. 


The Addiction Research Foundation in Toronto recently ran a pilot program to 
determine the requirements of detoxification units and found that with easy access to 
emergency medical facilities in nearby hospitals, the work of the centre could be 
handled adequately by social workers and non-professionals. Thus, very few centres 
have medical personnel on duty 24 hours a day, and many have none at all. A number 
of centres are run by individual members of Alcoholics Anonymous and therefore 
have close ties with the local A.A. chapter. 


Upon arrival at a detoxification centre, assuming hospitalization and medical 
attention are not required, patients are simply cleaned up, put to bed and kept under 
observation. After this ‘drying out’ process, which usually takes about two days, 
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counselling is given by the staff. 


Ideally, patients are next referred to an appropriate agency for after-care and 
extended therapy for their drinking problems. In practice, however, many centres still 
have no formal system of referral, and thus their long-range effectiveness is severely 
limited. 


Mental Hospitals 


One of the most widely used resources for in-patient care of alcoholics is the 
government-operated mental hospital, according to the Cooperative Commission on 
the Study of Alcoholism. However, only a small number of these institutions have 
specialized wards or programs for alcoholics. Many offer little or no treatment for 
problem drinkers other than a controlled environment. 


On the other hand, many mental hospitals make extensive use of Alcoholics 
Anonymous. A.A. meetings are held regularly for alcoholics where the emphasis 1s 
placed on increasing the patient’s motivation to alter his way of life, and on group 
psychotherapy and education. The A.A. meetings represent the most common treat- 
ment approach now being used in alcoholism wards. 


Milieu therapy also is used extensively in alcoholism wards, but unlike some 
facilities such as out-patient clinics, intensive individual psychotherapy is infrequently 
employed. 


Most specialized wards become involved with an alcoholic patient after he has been 
in a central admitting ward for several days and has undergone examination and 
diagnosis by psychiatrists and physicians. This ensures that there is no serious psychiat- 
ric or physical condition present that would make admission to an alcoholism ward 
inadvisable. 


Transitional Facilities 


Halfway houses were originally conceived to serve patients on leave from mental 
hospitals, but were soon found to have qualities useful in the treatment of alcoholics. 


Most are private non-profit organizations with an elected board of directors. But 
there are also ‘public’ halfway houses, which are municipally organized and usually 
governed by public administrators. 


The managers of these facilities, often reformed problem drinkers themselves, run 
the institutions with an iron hand. They decide who will and who will not be admitted, 
give counselling to the residents, make and enforce all rules and, in general, try to gain 
the respect of their charges by their stern but understanding approach to the alcohol- 
ics’ problems. 


Most managers require at least 24 hours of abstinence before admission and some 
require as long as 72 hours. They are usually quite adept at spotting insincere 
applicants—known as ‘halfway house bums’—who simply want a place to ‘dry out’. 
The managers also look, with considerable less success, for characteristics that may 
indicate an applicant’s high potential for recovery. 


Residents are expected to find work and help pay for their stay, after a short “drying 
out’ period. Since most of the men have decent work records, finding employment is 
usually not difficult. In the female halfway houses, however, finding employment for 
the residents is generally more difficult. 


The treatment milieu and goal of all halfway houses is total abstinence. Anything 
less than this is regarded as failure, and recidivists, almost without exception, are 
banished from the system. 
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All halfway houses, with the exception of church-affiliated ones, make extensive use 
of A.A. The church-affiliated houses tend to rely heavily on therapy groups run by 
psychologists, clergymen or social workers. 


Contrary to popular belief, there are almost no provisions in the halfway house 
system for skid row alcoholics. Even the Harbour Lights program of the Salvation 
Army accepts only those individuals believed to be well motivated towards recovery 
from alcoholism. What this means in practice is that although the Salvation Army 
makes an effort to feed the skid row ‘down and outer’, it considers most such 
individuals beyond help and bars them from its rehabilitation facilities. 


Bon Accord Farm, the pilot program of the Ontario Addiction Research Founda- 
tion, is currently one of the few programs specifically concerned with the rehabilita- 
tion of the severe alcoholic. All the men are residents of skid row and most have a 
record of public drunkenness offences. All attend on a voluntary basis. The facility is a 
farm where the men do woodworking and farming, and attempt to “modify their 
behaviour patterns.””| 


Therapeutic Communities, such as Synanon, which also play a role in the rehabilita- 
tion of alcoholics, will be discussed more fully later in this report. 


THE DONWOOD PLAN 


We have almost no facilities today of the most promising category—those offering 
comprehensive total care, including long-term follow-up care. 


Most types of treatment facilities in Canada, have a success rate which is either 
discouraging, mediocre or unknown. One refreshing exception is the Donwood Insti- 
tute in Toronto. Here, it is reported that 25 per cent of those who have completed the 
program so far have recovered; 25 per cent relapsed and eventually recovered; 25 per 
cent showed an improvement; and only 25 per cent showed no improvement. 


The Donwood Plan is a three-phase treatment program drawing on all possible 
resources to meet the individual patient’s medical, psychological and social needs. 
Three interdependent teams make up the Donwood Plan: a clinical team of physi- 
cians, nurses, psychologists, social workers, dietitians and technicians; a second team 
of non-clinical part-time and full-time personnel; and the patient team. Responsibility 
for treatment shifts among the three teams at different phases of the Donwood 
program. 


Admission to the Institute is based on the understanding that the patient will 
participate in the treatment program for at least one year. Applicants who live within 
commuting distance are examined by a staff doctor, while those from afar are 
accepted on the reference of a local physician. Describing the Institute’s admission 
policy, R. Gordon Bell, the director of Donwood, states: 


Patients suffering from intractable barriers to communication, such as severe brain damage, 
psychosis, character disorders, or inability to understand English, are occasionally turned 
down at the preadmission examination. 


For the patient, the first phase begins with examination by a clinical team and 
treatment of acute disorders. This is followed within a couple of days by a comprehen- 
sive assessment of the patient’s physical, mental and social status. The course of 
therapy is set, with consideration given to the possibility of assistance from the 
patient’s family and friends. During the first physical assessment the patient’s ability 
to engage in the general physical fitness program is also determined. 


Phase two, the orientation stage, is, according to Bell, “a sustained, intensive 
experience in group therapy, guided by competent practitioners with professional 
backgrounds in medicine, psychology and social work.” 
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Every Monday, the new patients who have been admitted during the previous week 
begin a 28-hour program of group therapy scheduled over a 24 week period. The 
program, which also includes individual therapy, is directed by a psychologist skilled 
in both individual and group counselling. The group therapy sessions are supported by 
lectures, films, videotapes, physical training and relaxation periods. 


Following the patient’s third week of treatment an ‘exit’ staff conference is held for 
the transfer of responsibility from the clinical team to the community team. This third, 
and in many ways the most important, phase of the Donwood Plan relies heavily on 
the non-clinical personnel to maintain a program of continuing therapy. Housewives 
trained as ‘clinical secretaries’ are employed on a part-time basis to maintain frequent 
telephone or correspondence contact with a group of outpatients assigned to them. 


A complex system of interrelationships among each group of patients, the secre- 
taries and patient alumni helps to keep the clinical personnel constantly aware of each 
patient’s progress. A major advantage offered by frequent contact is, as Bell states: “a 
relapse can usually be recognized and interrupted so quickly that outpatient treatment 
can still be effective.” 


At the end of the first year a staff conference is held on all patients, not only to 
assess the need for more Clinical attention but to study the latent aptitudes that could 
be more effectively developed to enrich each patient’s experience. An attempt is made 
to identify those patients who might be trained in their second year for special roles in 
counselling, in teaching, and perhaps in research. The first year is mandatory but the 
second year of Continuing Therapy and Continuing Education is optional. Some 
patients are fortunate enough to have returned to a sufficiently full and rewarding life, 
free of alcohol or drugs, so that further involvement with a recovery program is 
unncessary. 


OTHER TREATMENTS: CHEMICAL ADJUNCTS 


Antabuse® 


Two protective drugs frequently used in conjunction with other forms of therapy are 
Antabuse® and Temposil®. Antabuse® was developed in Denmark in the late 1940’s 
and Temposil® in Canada in the early 1950’s. In both cases the effect is one of altering 
the process by which the body usually oxidizes alcohol. Under normal drinking 
circumstances, ethyb alcohol breaks down into acetaldehyde when it is oxidized in the 
body. Acetaldehyde is highly toxic but is usually destroyed so quickly that its effects 
are rarely noticed. But with the introduction of one of the two drugs, the destruction of 
acetaldehyde is retarded so that intensely unpleasant effects occur which may include 
nausea and vomiting, sometimes even dangerous cardio-vascular effects. 


Thus, the patient who understands what Antabuse® and Temposil® can do to him 
quickly realizes that “if he takes a drink, it is no longer whiskey, rum, wine or beer that 
he is drinking, but acetaldehyde.’” Thus these two drugs have a deterrent effect on the 
alcoholic. The main drawback of this type of therapy is, of course, the fact that the 
alcoholic patient has to take his Antabuse® regularly every morning. If through 
thoughtlessness, accidental circumstances or lack of motivation he fails to do so, he 
could relapse into his drinking habit. 


LSD 


LSD has been used experimentally in the treatment of alcoholism. The hope 
underlying LSD treatment was that this drug would bring about a profound and 
beneficial change of personality in the alcoholic. Dr. Arnold M. Ludwig, Director of 
Education and Research at Mendota State Hospital in Madison, Wisonsin, has re- 
cently completed an ambitious, controlled investigation into the therapeutic potential 
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of LSD in the management of chronic alcoholism. 


In this study, patients were assigned to four treatment groups. One group received 
therapy consisting of hypnosis, LSD and psychedelic therapy. Another group received 
LSD and psychotherapy. The third group was given LSD and told to ‘work through’ 
their problems under supervision. The last group, the control group, participated in the 
milieu therapy program of the Alcoholic Treatment Centre at Mendota State Hospital 
which does not include specific psychotherapy or drug therapy. 


Follow-up was conducted at intervals of three months, six months, nine months, 12 
months and 18 months after release. Evaluation was based on patients’ attitudes, 
behaviour and social and community adjustment. It was found that “the cumulative 
percentage of persons who returned to drink after discharge was approximately the 
same, regardless of the therapy which they received.”!* 


Ludwig (1970) adds: 


We believe that this study is as definitive as can be regarding the treatment effectiveness of 
LSD on alcoholics, and our results are quite discouraging. If LSD alone had been evaluated, 
any therapist would have been impressed (assuming he had relied on the self-reports of the 
patients following the LSD sessions). But there is a disparity between the patient’s reports 
and his actions and there seems to be very little correlation between what he says and what 
he does. It seems reasonable to conclude that, despite the enthusiasm that has been whipped 
up See ee: effects on alcoholism, the effectiveness of this form of therapy turns out to be a 
mirage. 


Tranqguilizers, Antidepressants and Stimulants 


Many physicians prescribe tranquilizers, for example, chlordiazepoxide (Librium®) 
or diazepam (Valium®) combined sometimes with an antidepressant, for example 
amitriptyline (Elavil®) for alcoholic patients on the theory that the patient is continu- 
ing his excessive non-medical use of alcohol for quasi-medical reasons, such as the 
alleviation of a chronic underlying state of anxiety and depression. When used for 
long periods of time, the assumption is that this mode of treatment might serve as a 
kind of maintenance therapy where the tranquilizer would pharmacologically and 
clinically be substituted for alcohol—much as Methadone is being used in the substitu- 
tion maintenance treatment of heroin dependence. 


For similar reasons, some doctors in the past treated alcoholics with amphetamines 
for long periods of time. But this practice ceased upon discovery that the alcoholics 
thus treated would often become dependent on amphetamines without losing, in most 
cases, their craving for alcohol. 


Continued pharmacotherapy with tranquilizers and antidepressants, on the other 
hand, has been found useful in a number of alcoholics where the therapeutic goal is 
not complete abstinence from all drugs, or where the use of tranquilizers, for a time, 
may make it easier to eventually achieve a complete cure through long-continued 
psychotherapy. 


BEHAVIOUR THERAPY (AVERSIVE CONDITIONING) 


Benjamin Rush, who is often referred to as the father of American psychiatry and 
who called the excessive craving for alcohol a disease as early as 1783, also advocated 
the use of an “association of the idea of ardent spirit with a painful or disagreeable 
impression upon some of the bodies”’ as a cure for the craving of alcohol.'° He thus 
became the first to recommend ‘behaviour therapy’ for alcoholism. 


Rush, as far as we know, never turned his idea into any kind of clinical practice. 
However, Pavlov, in the first quarter of this century, established a basic model of the 
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conditioned reflex and thus provided most of the methodology for behavioural 
scientists and the practical application of conditioning principles in behaviour therapy. 
Then Kantorovich (1929) in the Soviet Union made the earliest attempt to treat 
alcoholism by a conditioning procedure. He gave alcoholic patients painful electric 
shocks every time liquor was offered to them, in the hope that the repeated association 
of pain with alcoholic beverages would condition an aversive response to alcohol and 
that this negative response would continue to control the patient’s behaviour after the 
termination of the experiment."° 


Since then many similar methods of conditioning alcoholics against the consump- 
tion of liquor have been tried. Most frequently drugs which induce nausea and 
vomiting (apomorphine; emetine) are given just before the patient is encouraged to 
drink alcohol. Sometimes a painful electric shock is administered to the patient every 
time he is about to take a drink (or after he has just done so) in the treatment setting. 
One measure, used by a team of Canadian workers, was a curare-like drug which 
stopped patients from breathing until external assistance was administered.'° This 
state was induced while the patient was being encouraged to grasp, look at, sniff and 
taste his favorite drink. The terrifying experience of suddenly not being able to 
breathe indeed conditioned some of the patients against any consumption of alcohol 
for a time, but a final statistical analysis of the experiment showed that this form of 
conditioning did not bring about any long-term improvements.’ 


Such traumatic procedures presuppose, of course, that the alcoholic who submits to 
these modes of treatment is in good physical health and very highly motivated to 
abandon his drinking habit. Yet, in one experiment involving 40 male alcoholics who 
had volunteered for an aversive conditioning procedure, 20 failed to complete as few 
as two sessions. 


More recently, a kind of ‘comprehensive’ broad-spectrum behaviour therapy has 
been introduced by Lazarus (1965). To quote the essential features his program: 


(1) Specific steps were taken to ensure that the patient regained his physical well-being. 


(2) Active measures to break the compulsion were then introduced (aversion therapy and 
‘anxiety-relief? conditioning). 

(3) Diagnostic tests and interviews were conducted with a view to evaluating the interaction 
of the patient and his social environment. Special attention was devoted to ferreting out 
specific stimulus antecedents of anxiety. 

(4) The anxiety-response habits were then eliminated by several counter-conditioning proce- 
dures—desensitization therapy, assertive training, behaviour rehearsal, as well as 
hypnosis. 

(5) Cooperation from the Pouca spouse was elicited and she too was afforded the benefits 
of behaviour therapy. 


Not every individual is equally susceptible to conditioning. The level of each 
patient’s general intelligence, the presence of brain damage and a variety of other 
personal and constitutional characteristics determine the extent to which an individual 
can be conditioned. 


Careful selection of patients for behaviour therapy based on aversive conditioning 
against alcohol is especially important, since it is possible that certain patients—those 


who tend to be most anxious—might suffer an intensification of their anxiety during 
the conditioning procedure and, as a result, might even increase their drinking. 


However, in behaviour therapy, as in many other kinds of treatment, there is as yet 
insufficient information about the specific characteristics which would make it possible 
to select as patients for this type of treatment only those who would be most likely to 
respond to it. 


Another special problem associated with behaviour therapy is that extinction of the 
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conditioned avoidance takes place rapidly and repetition (reinforcement) of the 
aversive conditioning is usually necessary at frequent intervals. It is often very difficult 
to persuade an alcoholic, who may be functioning well in the community following 
behaviour therapy, to return periodically for ‘booster doses’ of the unpleasant aversive 
conditioning. Yet, if he fails to do so, he might relapse within a few weeks or months.’ 


EVALUATION OF DIFFERENT ALCOHOLISM TREATMENT METHODS 


Reports of success or failure of various alcoholism treatments over the decades 
indicate a wide range of results—from method to method and from investigator to 
investigator. For example, in 1962 a team of investigators who followed up 299 
alcoholic patients who had been treated in various clinics found that approximately 
one in five of the patients had remained abstinent for as long as one year following 
treatment.® Abstinence for at least one year following several months of psychotherapy 
has been gst as ranging from ten per cent to 24 per cent by various 
therapists.' 


Of 4,468 patients treated with conditioning methods between 1935 and 1948, 
Lemere and Voegtlin (1950), report that 44 per cent remained totally abstinent from 
their first treatment onward. 


Wallerstein (1957) compared four different types of treatment—Antabuse®, condi- 
tioned reflexes, group hypno-therapy and milieu therapy—in 178 alcoholics treated 
over a 2% year period and followed-up for one year. According to this study, 
Antabuse® was the most successful program with 53 per cent of the patients im- 
proved, and conditioning was the least successful with only 24 per cent improved.” 


However, there is an urgent need to learn much more about which types of patients 
respond best to which of the different therapeutic managements and modes of 
treatment available for alcoholics today, so that the appropriate treatment method can 
be chosen for each individual patient. 


Recently Kissin and Platz (1970) conducted an intensive study of the effects of 
different treatment programs on 458 chronic alcoholics grouped according to specific 
characteristics observed before treatment, and they reported that, in terms of treat- 

ent outcome: 


The socially and psychologically stable patient does best in psychotherapy; 
The socially intact but psycholigically less sophisticated patient does better on drug therapy; 


The socially unstable but intellectually intact patient does best in an inpatient rehabilitation 
program. 


RECOMMENDATIONS 


If we are to offer really effective treatment services for alcoholics, we will need to 
have: 


1. Clearer formulation by individual researchers and by the medical-rehabilitative 
communities, of treatment goals based not on certain routine assumptions—for 
example, that only total abstinence must be aimed at under all circumstances— 
but on a careful and individualized assessment of each alcoholic’s needs in the 
context of his history, environment, interpersonal relationships and personal 
assets and liabilities; 


2. A universal catchment system which will be able to reach those who need help in 
all segments of society; 


3. An integrated treatment program operating over the full span of time from 
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identification of the alcoholic patient through a year or more of long term 
follow-up; 


. Replacement of present criminal-oriented drunk tanks by medically oriented 
detoxification centres; 


. A variety of treatment modalities available to meet the specific needs of 
individual patients; 


_ Clinical research designed to evaluate the effectiveness of different programs 
and techniques in relation to the various patients using them. 
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V. THE HALLUCINOGENS 


The hallucinogens, including cannabis, LSD and drugs with similar effects, occupy a 
special position among psychotropic drugs, in that they are prone to cause psychiatric 
emergencies or complications—particularly the stronger hallucinogens of the LSD, 
MDA, mescaline and STP-type—but do not lead to physical dependence and less 
frequently than other psychotropic drugs to strong psychological dependence. The 
treatment of emergencies and complications arising from the non-medical use of 
drugs, including the hallucinogens, is discussed in a later section of this report (see VI. 
Short-Term Medical Management). 


Is there also a need for therapeutic intervention for those users of hallucinogens 
who do not suffer bad trips or develop chronic diseases such as depressions or 
psychoses following drug use? This question cannot be answered with a clear yes or 
no. Those who use cannabis or LSD regularly in heavy doses, for example, cannabis 
several times a day or LSD several times a week (the ‘pot-heads’ and ‘acid-heads’), 
have developed a strong psychological dependence on these drugs. Any strong depen- 
dence on drugs, including even coffee, is a potential health hazard and as such calls for 
medical attention. However, medical procedures for the treatment of dependence on 
hallucinogenic drugs are not as well developed as those for the treatment of depen- 
dence on other drugs, for instance alcohol and heroin, which have presented medical 
and social problems for much longer than the hallucinogens. More specifically, there 
are no special therapeutic modalities for the treatment of dependence on cannabis or 
LSD. Nevertheless, some of the key methods and procedures recommended for the 
treatment of heroin or speed dependence, or of alcoholism, are equally applicable to 
hallucinogens, because these methods and procedures are focused more on the 
common social, pedagogic and personal features of the approach to the drug problem 
than on the medical and pharmacological characteristics of the drug. Thus, the 
therapeutic community and other re-educational programs as well as psychiatric 
treatment may be as much indicated for the treatment of dependence on cannabis or 
LSD-like drugs as for the treatment of dependence on other psychotropic substances. 


There is a wide spectrum of drug-related behaviour. For instance, the person— 
young or old—who experiments once or twice with cannabis or LSD may encounter 
legal or disciplinary reactions, but he does not, as a rule, require medical intervention. 
He was probably motivated by normal curiosity, even if his judgement may be 
questioned. On the other hand, the youngster who continues to use hallucinogens not 
only because he derives direct pleasure from them but because he cannot resist peer 
pressure to smoke marijuana, or because he has to smoke hashish as a defiant gesture 
towards his parents and towards society at large, might well benefit from psycholog- 
ical or psychiatric treatment. Even more pathological, and in need of treatment, is the 
person who depends on psychotropic drugs in order to escape his own intolerable 
feelings of inner turbulence and anxiety, who rejects all drugless reality or for whom 
hallucinogens are the only means which allow him to escape isolation and to feel 
reasonably comfortable and relaxed with other people. 


Our general view on this issue has not changed since the publication of the 
Commission’s Interim Report when we expressed it as follows: 


The sick individual who relies on cannabis, speed or other psychotropic drugs, almost as his 
only means of escape, who uses them always as a crutch, and structures his whole existence 
around them as the only providers of pleasure, (the ‘pothead’, the ‘speed-freak’ and the 
‘acidhead’) is in need of medical and psychiatric or psychological treatment. Prolonged 
counselling, psychotherapy and comprehensive social follow-up care are usually required. 
Medically prescribed and supervised drug treatment may also be indicated in many cases. 
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On the other hand, the neo-nonconformist who is using drugs but is not sick in the medical 
or psychiatric sense, may not need treatment. If it seems desirable to bring about a change in 
his behaviour, only a philosophical and spiritual reorientation, which would have to touch 


the cultural roots of his values and existential attitudes, could achieve this goal. (Paragraph 
355) 


For short-term treatment of adverse reactions to hallucinogens, or management of 
complications such as ‘flashbacks’, rapid personality change, depression or psychoses, 
see the section of this report dealing with Short-Term Medical Management of 
emergencies and complications arising from non-medical use of psychedelic drugs. 
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VI. SHORT-TERM MEDICAL MANAGEMENT 


1. INTRODUCTION 


The non-medical use and abuse of drugs is hardly a new phenomenon although new 
patterns of use and the appearance of new substances have raised problems in 
management for health professionals. This manual has been developed as a practical 
handbook for the treatment of acute drug-related problems. 


In particular, physicians have been frustrated by the novelty of the current drug 
scene: a patient population which forms a subculture with its own jargon and 
philosophy; new drugs whose pharmacology and management were not included in 
the education provided by medical school; the aura of criminality surrounding the 
drugs and their users; the social conditions which are rapidly changing and have an 
etiological relationship to the drug scene; the mystery of treating patients for the 
effects of drugs whose composition has not been determined by analysis; the depress- 
ing feeling that without effective techniques and facilities for rehabilitation our 
emergency care may be analogous to using Band-Aids® for cancer. 


Differential diagnosis begins with an attempt to identify the symptom pattern seen 
as the result of: 


(a) Overdose producing physiological or behavioural manif estations. 


(b) Abstinence syndrome following the withdrawal of a drug from a patient habitu- 
ated to its use. 


(c) Secondary problems related to drug use. 


2. FACILITIES AND RESOURCES 


As individual physicians come to realize that they are seeing increasing numbers of 
patients with drug-related problems, they begin to survey available facilities within the 
community to assist in dealing with them. 


Most communities are relatively well provided with facilities to deal with acute 
medical care through private physicians, emergency departments of hospitals, and 
specialized services to deal with medical and psychiatric complications. The use of 
drugs among young people has stimulated new ‘innovative services’ which use mainly 
‘non-professionals’ to administer first aid and provide referral to professional care 
agencies. 


Less well developed are methods to provide services to ensure the rehabilitation of 
the patient. (See Figure 1, Suggested Resource Directory) Each physician should have 
a directory of available resources in the community which are available for the long- 
term management of various drug-related problems as they affect individual patients. 
This directory should be constantly updated. The physician should also remember his 
responsibility for the long-term co-ordination of the progress of the patient: his 
responsibilities do not end after referral to an agency. 


An interested physician can cut red tape to a minimum by speaking directly to the 
key people in such agencies. Often, knowledge of a physician’s interest will mean the 
difference between a desultory attitude and one which may be more effective in the 
long-term. As far as possible one should also attempt to involve the patient’s family in 
attempts at rehabilitation. And, of course, obvious sources such as clergymen, youth 
groups, etc., should not be spurned. Any well-motivated and well-directed assistance 
will be valuable. 
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FIGURE 1 
SUGGESTED RESOURCE DIRECTORY 


Telephone Telephone 
Number Number 
HOSPITAL NUMBERS COMMUNITY RESOURCES 
Administrator: #aen 22) 94 ee Acute Detoxification 
Centre 


Anesthesiologist (on call) 


al Crisis Intervention Team 
Psychiatrist (on call) 


Clergymen 


Neurologist (on call) (include main denominations) 


Clinical Laboratory 


PUBLIC AGENCIES 


City and/or County Offices: 


Drug Co-ordinator 


Social Services 


Mental Health Half-way Houses 
PublicHealth= == Drop-In Centres 
Colonels ees eee eres Free Clinics 
Ox ICOlOGIStaeeeeseeeeh, Serine eeee Hot Line or 


Emergency Switchboard 
Methadone Treatment 


Centre it apie sot aineriticnns Alcoholics Anonymous 


Police Other self-help groups 
(include neighbouring cities) 


OTHER HOSPITALS 


58 


3. ACUTE POISONING: OVERDOSE 


3.1 GENERAL PRINCIPLES: 
(A) Establish a diagnosis. Obtain as much information as possible from those 


accompanying the patient before they leave. Be aware of the possibility of a 
mixed drug intoxication. When there is conflict between history and clinical 
findings, trust the latter. Laboratory tests will rarely be useful in early 
management. 


(B) Support life systems. Ensure that airway is clear, ventilation is adequate, and 


circulation is supported. 


(C) Treat symptoms and complications such as convulsions, aspiration and 


thrombophlebitis. 


(D) Consider clearing remaining poison from the system by gastric lavage, eme- 


sis, use of antidotes, or diuresis. 


(E) General management includes special nursing care of the unconscious patient 


and cardiac monitoring where indicated. 


(F) Allay anxiety, depending more on personal skills of reassurance than on drug 


administration. 


(G) Secure psychiatric evaluation after the acute episode is under control. 


3.2 METHODS OF EVACUATING DRUG: 


(a) 


(b) 


(c) 


(d 


— 


(e) 


Emetics: Induce vomiting, but only if patient is fully alert and co-operative 

and the drug was taken orally within four hours. 

Ipecac: The drug of choice is syrup of Ipecac. Dosage 15-20 ml in children, 
double that for adults. Repeat in 30 minutes if no result. 

Apomorphine: Apomorphine given subcutaneously will produce emesis af- 
ter about three minutes. Dosage—0.07 mg per kg. One minute after vomit- 
ing begins, give the following drugs to counteract the sedative action of 
apomorphine: 

(i) Levallorphan tartrate (Lorfan®) 0.02 mg per kg. 
(ii) Nalorphine (Nalline®) 0.2 mg per kg. 

Gastric Lavage: If patient is unconscious, protect the airway with a cuffed 

endotracheal tube, aspirate stomach and lavage with about 200 ml of saline 

ten times. Contraindicated in LSD intoxication. 

Charcoal: Has good absorptive properties if nothing else is available. It 

should be mixed to the consistency of a thick soup. Dose—1 gm per kg body 

weight shortly after ingestion. Contraindication: Don’t use with Ipecac, as it 
absorbs the Ipecac. 

Diuresis: particularly helpful in barbiturate poisoning and when multiple 

drugs are implicated. Indicated only when renal function is normal, there is 

no evidence of cardiac disease, B.P. is over 90 mm, and facilities for continu- 
ous monitoring are available. 

Hemodialysis is indicated when renal failure is present or when the clinical 

state is grave or is deteriorating during diuresis. 


3.3 SYMPTOMATIC TREATMENT: 


(a) 


Respiratory failure is a very important side effect of the barbiturates, tranquil- 
izers, narcotics and solvents. At all times a patient’s airway must be ensured 
with intubation if necessary. In respiratory depression assist breathing with a 
respirator and administer oxygen. If a tracheotomy is required, care must be 
taken to ensure adequate humidity of the airway. Estimation of arterial blood 
gases is the only reliable way of assessing the adequacy of ventilation: PCO, 
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over 60 mm Hg. 

(b) Cardio-vascular failure. This is particularly seen with barbiturate, tranquilizer 
and narcotic overdose. If no pulse or heart sounds, initiate external cardiac 
compression. An intravenous should be started to maintain adequate circula- 
tory volume. With some drugs, such as meprobamate and glutethimide, 
hypotension may appear rapidly, and volume expanders may be necessary. 
Vasopressor agents should generally be avoided as they are not necessary if 
adequate circulatory blood volume is maintained, and they may cause cardiac 
arrhythmias if they are used in hypothermia or with overdoses of tricyclic 
compounds. 

(c) Convulsions: These are to be watched for in the withdrawal period of 
barbiturate intoxication and with overdoses of tranquilizers and stimulants. 
Short-acting barbiturates (Nembutal®) should be given orally, 200-400 mg 
every 4-6 hours as indicated then gradually reducing the dose. Diazepam 
(Valium®) may be given intravenously from 20-30 mg and repeated within 
20 minutes if convulsions continue. 


3.4 DIFFERENTIAL DIAGNOSIS OF OVERDOSAGE: 
Table 2 shows common signs useful in differential diagnosis. These are the usual 
findings but beware of variations and the confusion of mixed drug effects. 
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Coma 

Convulsions 
Depression 
Hallucinations 
Agitation 

Aggressive behaviour 
Paranoia/Panic 
Psychosis 


Disorientation 


Ataxia 
Pain Masking 


Parkinson-like signs 


Slurred Speech 
Lacrimation 


Pupils: Pinpoint 


Dilated 


Normal 


Runny nose 
Jaundice 

Skin Rash 
Needle Marks 
Gooseflesh 

Resp. Depression 
Tachycardia 
Cramps 

Fever 


A — Acute Stage 


W — Withdrawal Stage 


TABLE 2 


DIFFERENTIAL DIAGNOSIS OF OVERDOSAGE 


Sedative 


Stimulants Narcotics | Solvents 


Halluc. 


Hypnotics 
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4. OVERDOSES: DIAGNOSIS AND SPECIFIC TREATMENT 


4.1 ALCOHOL 


SIGNS AND SYMPTOMS 
Inebriation and excitement, later followed by depressed behaviour or boiste- 
rousness depending on the personality of the user. Clumsiness, ataxia, dysar- 
thria and anti-social behaviour, sometimes leading to convulsions or comatose 


State. 


MANAGEMENT 


If patient is boisterous and non-co-operative, give paraldehyde up to 5 ml 
intramuscularly in each buttock. Always search for occult injury—particularly 
head injury. Start intravenous to rehydrate, maintain urinary output, include 
Vitamin B. Once patient is conscious give Librium® by mouth or intramuscu- 
larly up to 100 mg or more daily as indicated to control tremors and withdrawal 
effects of the drug. 


4.2 AMPHETAMINES 


DRUGS INVOLVED 


Amphetamine (Benzedrine®), dextroamphetamine (Dexedrine®), methamphe- 
tamine (Methedrine® or Desoxyn®). 


STREET TERMS 


Speed, Crystal, Meth, Bennies, Dexies, Uppers. 


RELATED DRUGS 
Methylphenidate (Ritalin®), phenmetrazine (Preludin®), other CNS 


stimulants. 


MANIFESTATIONS 
There is a wide range of presenting symptoms depending on the type of drug, 
the size of dose, the route of administration (oral or intravenous), the duration 
of drug use, and age of patient. The commonest patterns are: 

A. The ‘Strung out speed freak’ who has been injecting high doses every few 
hours for some days and whose major features are general debility, sleep 
deprivation, hyperactivity, anxiety with paranoia, elevated blood pressure 
and heart rate, and complications related to intravenous injection. (See 
Figure 2) 


TREATMENT 
Treatment of the acute phase is simple: 


Reassurance by gentle and calm explanation with a minimum of 
investigation and administrative procedures. 

Diazepam 20-40 mg orally and allow to sleep without major 
disturbance for 24-48 hours, rousing only for pushing fluids and 
food. Diazepam may be used in five mg doses if agitation 
continues. 

Investigate for associated problems, especially routine liver func- 
tion tests. 

As recovery progresses, titrate mood using small doses of oral 
Ritalin® and diazepam and gradually begin establishing a dia- 
logue to identify underlying problems and _ to _ initiate 
rehabilitation. 
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FIGURE 2 


Resistant Acne Large pupils 


Boils Gingivitis and Caries 


Enlarged axillary nodes 
due to particulate matter 
in injections. 


Elevated B.P. & Pulse 


Hepatomegaly & 
tenderness Needle marks, hematomas, 
venous tenderness or 


Thrombosis 
Tremor. 


Debilitated and dirty 
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B. Severe acute overdose, either oral or intravenous, may lead to cardio- 
vascular collapse, convulsions, cerebrovascular accidents, or hyperten- 
sive encephalopathy. Hyperpyrexia is a common finding in acute oral 
overdosage. The term ‘overamping’ is applied to overdose reactions in 
chronic intravenous users who show a constantly changing bizarre 
pattern with alterations in heart rate and rhythm, flushing and periph- 
eral vasoconstriction, and severe anxiety with conviction of impending 
death which is sometimes justified. 


TREATMENT 


Treatment should be cautious and directed to symptomatic relief and 
maintenance of vital functions, which should be monitored carefully 
because of the characteristic sudden changes which may be life 
threatening. Diazepam is perhaps the drug of choice to control 
anxiety and hyperactivity. 


4.3 THE ATROPINE GROUP 


DRUGS 
The anticholinergics include belladonna, scopolamine, hyoscyamine, stramo- 
nium, atropine, and homatropine. They occur in commercial asthmatic prepara- 
tions such as Asthmador®, in patent medicines such as Sominex® and Com- 
poz®, and in street drugs combined with the amphetamines and_ the 
hallucinogens. 
SIGNS AND SYMPTOMS 
Signs and Symptoms (See Figure 3) are those of the anticholinergic group: 
— dilated pupils with blurred vision and photophobia; 
— thirst with dry mouth and throat; 
— dry axillae; 
— weakness and twitching; 
— hyperpyrexia; 
— no bowel sounds; 
— urinary retention; 
—~ RESPIRATORY DEPRESSION. 
Psychic manifestations vary from mild excitement and confusion to acute 


toxic psychosis with hallucinosis sometimes resembling an acute 
schizophrenic episode. 
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FIGURE 3 


Large pupils — blurred vision 
photophobia 


Greenish or brownish —————»»> 
vomitus : Dry mouth & throat 
Dry axiilae Respiratory depression 


No bowel sounds 


Pulse weak & rapid ————*— Urinary retention 
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Treatment 

(1) If recent oral administration, evacuate by gastric lavage. 

(2) Physostigmine 1-4 mg injected and repeated as needed, because it is 
rapidly destroyed in the body. 

(3) If anxiety is severe, small doses of short-acting barbiturates may be used, 
taking care that respiratory function is not further compromised. DO NOT 
GIVE PHENOTHIAZINES. 

(4) As needed, assist ventilation and administer oxygen. 

(5) Supportive nursing care in a darkened room with oral fluids, alcohol 
sponging, and indwelling catheter if necessary. 


4.4 THE BARBITURATES 


DRUGS 
These are the ‘Downers’ in street use: Seconal®, Tuinal®, Nembutal®, 
Luminal®. 


SIGNS AND SYMPTOMS 

Severity of findings range from moderate patterns resembling alcohol intoxica- 
tion with confusion, slurred speech, drowsiness and ataxia, to collapse leading 
to death. 

In severe poisoning the patient becomes comatose, hypotensive and hypore- 
flexic. Respiration becomes depressed, often with Cheyne-Stokes rhythm. 
Weak, rapid pulse and falling blood pressure lead to shock and cardiovascular 
collapse. Convulsions may occur as withdrawal phenomena in those with 
chronic dependence. (See Figure 4) 
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FIGURE 4 
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TREATMENT 

(1) Evacuation of the drug: gastric lavage is of doubtful value unless ingestion 
was very recent and the patient is conscious. Forced diuresis with alkalin- 
ization of the urine is the treatment of choice. Hemodialysis is reserved for 
severe cases with very high blood levels. 

(2) Respiratory depression is controlled by maintaining a clear and adequate 
airway with intubation and mechanical ventilation if necessary. Oxygen 1s 
administered in high concentration with an ideal tidal volume of 12-15 cc 
per kg body weight. 

(3) Shock is controlled by administration of intravenous fluids and a vasopres- 
sor if indicated. 

(4) Analeptic drugs are NOT indicated as they do not influence prognosis and 
may do harm. 

(5) Constant monitoring of vital functions, serial blood levels and possible 
complications should continue. 

(6) The management of acute poisoning in a chronic user must be followed by 
gradual withdrawal of the drug under supervision, psychiatric evaluation, 
and the initiation of rehabilitative measures. 


4.5 COCAINE 


SIGNS AND SYMPTOMS 
Behaviour patterns include garrulousness, brief euphoria followed by depres- 
sion, hallucinations, delusions of grandeur, aggressiveness, paranoia. There is 
muscle twitching, increased reflexes, rapid pulse, irregular respirations, numb- 
ness of extremities and cyanosis. Severe poisoning may lead to convulsions and 
respiratory paralysis. (See Figure 5) 
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FIGURE 5 


Widely dilated pupils 
Decreased taste 
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TREATMENT 
(1) Supportive care, warmth, symptomatic relief. 
(2) Assist respiration and administer oxygen if indicated. 
(3) Sedation—Barbiturates 100-200 mg IM 
or 
Diazepam (Valium®) 20-50 mg IM. 
(4) Dilantin®—up to 250 mg intravenous for convulsions. 


4.6 OPIATE NARCOTICS 


DRUGS 


The opium alkaloids including legal drugs particularly morphine, Demerol®, 
and codeine and the major street drug of abuse, heroin (H, smack, junk). 


SIGNS AND SYMPTOMS 


Most overdoses are accidental and are the result of and unknown potency of the 
material injected or decreased tolerance in the patient. 

The classical signs pointing to narcotic overdose are coma, respiratory depres- 
sion and pinpoint pupils. There may be rapid progression to death from shock 
or pulmonary edema. These patients are commonly dead on arrival, often being 
found with the needle still in their vein. 

Chronic addicts will show signs of neglect, evidence of intravenous use, and 
secondary problems such as phlebitis, hepatitis, and pulmonary infections. (See 
Figure 6) 
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FIGURE 6 
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TREATMENT 
Supportive therapy includes some or all of the following: 
(1) Artificial maintenance of respiration and oxygen administration. 


(2) Narcotic anatagonists—nalorphine (Nalline®) in dosages of 2-10 mg 
depending on response. Because the antagonists are short-acting, they 
may have to be repeated frequently (possibly every two hours or so) until 
breathing and other vital functions are normal. In patients with barbitu- 
rate poisoning or withdrawal reactions, or with mixed opiate/barbiturate 
abuse, a narcotic antagonist may aggravate respiratory depression. 


(3) Management of pulmonary edema if present. 


(4) Administration of fluids, plasma expander and pressor drugs to combat 
shock. 


(5) Detection and treatment of secondary complications. 


Withdrawal Symptoms develop 8-12 hours after the last dose and must be 
controlled by gradual withdrawal using methadone, beginning with 10-20 
mg orally up to a maximum of 40-60 mg the first day. The dose is then 
reduced by 5-10 mg daily. If the patient is also addicted to barbiturates, 
gradual barbiturate withdrawal is also necessary. If sedation is required, a 
tranquilizer, such as phenothiazine, may be used. 


4.7 PSYCHOACTIVE PRESCRIPTION DRUGS 


DRUGS 


Drugs for the treatment of psychiatric disorders may be used in suicide attempts 
or, though rarely, in large doses for their hallucinogenic effects. These include 
phenothiazine derivatives (for example, chlorpromazine), Rauwolfia alkaloids 
(for example, reserpine), MAO inhibitors (for example, Nardil®) and the 
Tricyclics (for example, Tofranil®). 


SIGNS AND SYMPTOMS 


Because of the wide range of effects possible, the increasing number of psy- 
choactive drugs available, and the relatively little experience with overdose 
phenomena, it is not possible to provide specific guides to diagnosis. Question- 
ing of family, friends, and the patient’s physician may be useful. Findings 
relate to abnormal behaviour, alterations in muscle tone, blood pressure, body 
temperature, cardiac and respiratory rate, and level of consciousness. 


Some of these drugs may potentiate the effects of other substances. MAO 
inhibitors prolong and intensify the effects of barbiturates, alcohol, anticho- 
linergics, and antidepressants. They may also contribute to hypertensive crisis 
when combined with dietary tyramine found in some cheeses, beer, wine, yeast, 
and coffee. 


‘TREATMENT 
Guidelines can be only general: 

(1) Evacuation, if ingestion is recent, with gastric lavage. 

(2) Vigilant monitoring of vital functions to detect cardiac arrhythmia, respi- 
ratory depression, impending cardiovascular collapse, and neurological 
changes. 

(3) Support of respiration and circulation and control of any developments 
such as convulsions. 

(4) Very conservative management of psychic disturbance until there is 
certainty of the drug involved. 
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4.8 VOLATILE SUBSTANCES: SOLVENTS AND GASES 


DRUGS 
Model airplane glue, gasoline, paint stripping preparations, nail polish, nail 
polish remover, lighter fluid, pressurized liquids, varsol, amylnitrite, 
chloroform. 


SIGNS AND SYMPTOMS 


Mild manifestations are primarily behavioural: a hazy euphoria, slurred speech, 
distorted perception including hallucinations, excitement or stupor. Diagnostic 
clues may be found in the odour from the mouth and irritation of mucous 
membranes. 

There may be signs of damage to brain, liver, or kidneys. Anoxia, rapid pulse, 
and cardiac arrhythmia are common. 

The patient may be discovered with his head in a plastic bag, and, if alone, is 
usually beyond help when discovered. 


TREATMENT 


Management is generally symptomatic and similar to that recommended for 
barbiturate intoxication. Of prime importance is administration of oxygen and 
support of respiration. 

Epinephrine is NOT given because of the probability of myocardial 
sensitization. 


5. ABSTINENCE SYNDROMES (WITHDRAWAL) 


5.1 ALCOHOL 


CLINICAL PICTURE 


Acutely, the picture is one of agitation and anxiety, with generalized tremors 
and hyperactivity of reflexes which may progress to convulsions. Hallucinations 
appear, and by the third day delirium is the feature. Some patients may exhibit 
hyperthermia, exhaustion and cardiovascular collapse leading to death. If the 
patient survives the withdrawal stage, the syndrome subsides after a week. 


TREATMENT 


Management should be supportive, aimed at relieving symptoms. Tranquilizers 
are useful. Withdrawal should be the first stage in the rehabilitation process. 


5.2 AMPHETAMINES 


CLINICAL PICTURE 

The severity of withdrawal phenomena following the intravenous use of am- 
phetamines has been greatly underestimated. If the habit is a long-standing one 
and dosage has been high, the manifestations may be as severe as those from 
narcotic withdrawal with abdominal and muscular cramps, nausea and vomit- 
ing, and marked agitation. In all cases, there is rebound depression, apathy, and 
drowsiness which makes functioning impossible and provides the stimulus for 
“just one more hit to keep me awake so I can get through the day.” 


TREATMENT 


Following the period of sleep (crash) terminating a long run, the withdrawal 
phase begins. Management includes: 


- rehydration and provision of a rich diet including high doses of vitamin 
supplement; 


— control of mood by titrating small doses of Valium® and Ritalin®; 
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— sedation at night to assist in the return to a normal 24-hour pattern; 
— beginning the identification of problems and their solutions so that rehabil- 
itation may occur. 


5.3 BARBITURATES 


CLINICAL PICTURE 

Withdrawal signs and symptoms vary in severity and timing depending on 
many factors including the type of barbiturate used. In short-acting drugs such 
as pentobarbital, the syndrome begins within eight hours of the last dose, 
seizures occur usually on the second day, and symptoms reach their peak during 
the second and third days. After withdrawal from longer-acting barbiturates 
such as barbital, symptoms are later in appearing and seizures may not begin 
for several days. (See Figure 7) 

The pattern may progress from general weakness through convulsions to death; 
from mild disorientation through hallucinations to a full blown delirium which 
may have irreversible features. 
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TREATMENT 


Management should occur in hospital and begins with stabilization on mini- 
mum dosage of pentobarbital elixir. After stabilization, gradual withdrawal is 
accomplished by reducing the dose by 100 mg daily. During this time, evalua- 
tion of the total patient should be done and an aftercare program designed to 
meet the specific needs. 


5.4 OPIATE NARCOTICS 


CLINICAL PICTURE 


The severity of withdrawal manifestations is variable and exaggerated by the 
psychological craving for the drug. Muscular cramps are common, but not 
convulsions. Gastrointestinal symptoms include pain, nausea and vomiting. 
Chills and waves of gooseflesh appear. Thought disorders are not present as in 
the withdrawal from alcohol, but agitation and purposive behaviour seeking the 
drug are characteristic. All show influenza-like symptoms. 

TREAMENT 


A. In Hospital: Stabilize on oral methadone 20 mg twice a day, then gradual 
reduction of the dose by 5 mg per day until withdrawal is complete. Provide 
aftercare. 


B. Ambulatory: The Haight-Ashbury Free Clinic has experimented with an 
outpatient withdrawal program aimed at symptomatic relief of the 
following: 


— pain and muscle spasm (a non-narcotic analgesic); 
— sleeplessness (chloral hydrate 2.5 grams); 

— nervousness (Valium® 5 mg 5 times daily); 

— gastrointestinal symptoms (an anticholinergic). 


6. PSYCHEDELIC DRUGS 


These drugs have behavioural rather than physiological presenting symptoms and 
signs and most commonly are seen as acute emergencies. They rarely pose life- 
threatening problems and are probably best managed outside of the hospital setting. 


6.1 CANNABIS 


FORMS 
Parts of the dried marijuana plant (grass, pot, weed), the more potent resin 
hashish (hash), and one of the active ingredients tetrahydrocannabinol (THC). 
DETECTION OF INTOXICATION 


Mood intensification, usually euphoria with giggling. Altered space/time per- 
ception. Decreased concentration with rambling conversation. Lessened inhi- 
bitions. Conjunctival injection. 


PROBLEMS 


It is rare to meet acute problems related to cannabis use requiring medical 
treatment. 

Brief and mild anxiety reactions may occur, particularly in naive users, unstable 
individuals, and older persons experimenting. These respond easily to mild 
reassurance and a supportive environment. Rarely should drugs be required, 
and if so, 5-10 mg diazepam orally is adequate. 

Following prior use of LSD, smoking cannabis may trigger a ‘flashback’ which 
may be distressing if there were previous ‘bad trips’. Here again, mild reassur- 
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ance with possible low dosage of diazepam is usually successful. 


In the rare cases where cannabis has produced an acute psychotic condition 
which persists for more than 24 hours, psychiatric evaluation should be sought 
and—if there are no symptoms of atropine-like poisoning—treatment with 
antipsychotic drugs (for example chlorpromazine 50-100 mg four times a day) 
might be indicated. If the psychotic symptoms are severe and do not, improve 
rapidly, admission to a psychiatric clinic or hospital may become necessary. 


The ‘amotivational syndrome’ which has been observed in heavy cannabis 
smokers and which is characterized by apathy, lack of interest and inability to 
make decisions, usually subsides within a few weeks when the patient has 
stopped smoking. Recovery may be speeded by antidepressant drugs given for 
3-4 weeks. Psychiatric evaluation would be indicated if no substantial im- 
provement has occurred by then or if symptoms of depression (sad mood, guilt 


feelings, suicidal thoughts, sleep disturbance) make their appearance. 


6.2 LSD AND OTHER PSYCHEDELIC HALLUCINOGENS 


DRUGS 

The commonest drugs are LSD (acid), MDA, and perhaps STP. Although a 
great variety of materials reputed to be other exotic substances designated by 
alphabetical names are sold on the street, they rarely are what is advertised. 
Mescaline (organic and synthetic) appears to be abundant but samples analysed 
fail to confirm its presence in the Canadian drug scene. 

Generally, street drugs are rarely pure because of incomplete synthesis and 
mixture with other substances, particularly amphetamines and anticholinergics. 


THE PSYCHEDELIC EXPERIENCE 
A brief summary of the effects of these substances is inadequate to convey the 
spectrum of experiences possible and is almost certainly misleading as a guide 
to someone attempting to help a user with problems. Further reading and 
discussion about this subject is highly recommended. 
The ‘trip’ begins 15-60 minutes after ingestion and usually lasts less than eight 
hours, although it may be prolonged. During this time there is intensification 
and distortion of sensory perception, illusions and hallucinations which are 
mainly visual, the viewing of past events, altered awareness of self and the 
world, and varying degrees of mystical experience. The distinction between 
‘good trip’ and ‘bad trip’ is not discrete but consists of a gradation of types of 
experience and variable success that the tripper has in coping with them. 
The response varies from very positive (beautiful, profound, moving, the great 
experience of my life, like wow) through the acute anxiety of a ‘bummer’ to the 
severely negative reaction of a ‘f reakout’. 
Factors implicated in the etiology of a ‘bad trip’ include: 
— an unstable or pre-psychotic individual; 
— unexpected experiences in a naive subject or one who finds himself in a trip 
different to the one he has grown to expect; 
~ variation in drug used and the presence of impurities; 
— uncomfortable aspects of the setting in which the drug is taken— strange 
surroundings, unfamiliar people, danger of discovery; 
— projection of the group’s hangups upon an individual during the induction 
period; 
— frightening content (depersonalization, symbolic death, dissociation, dis- 
covery of negative personal attributes) with which the subject is unable to 
cope; 
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loss of ability to discern the difference between drug-related phenomena 
and the real world, with fear that the drug experience will last forever. 


MANAGEMENT 


(1) 


(2 


— 


(3) 


(4) 


(5 
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(6) 


Management should occur in a setting which provides minimum sensory 
stimuli. An ambulance trip to hospital with noise, speed, and flashing lights 
culminating in arrival in a busy brightly-lit emergency department contain- 
ing equipment and white uniformed personnel is more than sufficient to 
convert a ‘bad trip’ into a ‘freakout’. 


Mechanical restraints and elevated stretcher-beds should not be used. A 
mattress on the floor and restraint by the hands of a single person who 
encourages the patient to participate by holding on to him will provide 
security without invoking terror. 


The therapist must convey from the beginning that he is concerned but 
confident, that he understands what is happening and knows that it is a 
temporary phenomenon produced by a drug. He should introduce himself 
and say what he is going to do slowly, clearly, and gently. 


With a minimum of manipulation and show of gadgetry, he should estab- 
lish that he is in fact dealing with a bad trip rather than an overdose or 
withdrawal symptoms. He then asks the patient to tell him ‘where he is at’ 
in the trip: the things he is seeing and hearing, the way he feels about them, 
and why he is worried. The major points to note are: 


- Is the problem only fear of sensory distortion? (‘The walls are 
bending?’) 

— Is the patient stuck in a circular sequence of experiences from which he 
cannot free himself? 


— Is he afraid that he has had a psychiatric breakdown and will never 
return to normal perception? 


- Is he disturbed by facing some aspect of himself or his life which he 
had never resolved? 


- Has he become depersonalized or dissociated from his own body? (‘I 
am standing looking at myself lying there. I can’t make my body do 
anything now.’) 

- Is he shaken by a mystical experience for which he was not prepared? 
(‘I can see God. I am one with the blinding white light.’) 


In the ‘talking down’ process an attempt should first be made to let the 
patient relax and flow with the trip, with the knowledge that it will 
eventually come to an end and the normal state will be restored. It is 
valuable to form a stable link with the real world for the patient—eyeball 
contact, gentle supportive dialogue, physical contact. (“Feel me touching 
your arm. Squeeze my hand.’) Frightening or confusing patterns can be 
banished by gently focussing attention on an alternative source of stimulus. 
(‘Look at this flower. Isn’t it beautiful?’) Dissociation is difficult to deal 
with: it involves establishing contact and two-way communication followed 
by gradually talking the patient back into his own body. (‘Look in my eyes. 
Don’t look away. Can you see that we’re looking at each other? Feel me 
squeezing your hand? Feel it hurt when I squeeze hard. Squeeze back. 
Squeeze my hand very hard. See it’s working,’ etc.) Statements should be 
short and clear and repeated until you are sure that they have been 
received. 


Most workers now feel strongly that the use of sedative or tranquilizing 
drugs are not appropriate in the routine management of a ‘bad trip’. They 
are only indicated as an adjunct to management when the volume of 
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patients is greater than can be handled by the available staff (as at a rock 
festival), when efforts to calm an agitated patient are not being successful, 
or when in spite of continuing attention a trip is prolonged beyond six hours 
with no signs of diminishing in intensity. When used, the drug of choice is 
diazepam 5-50 mg orally, attempting first small doses. When motives for 
administering a sedative are examined it is usually noted that the treatment 
is designed to restore order to a noisy emergency room rather than to help 
the patient. The sudden aborting of a ‘trip’ has been likened to driving a 
truck at 60 miles per hour and suddenly stopping it against a brick wall. 
The oral administration of niacinamide is useful since it can speed up the 
detoxification of LSD in the liver to the merit product 2-Oxy-LSD. 


(7) Helpful non-professionals are useful in remaining with the patient to 
continue the ‘talkdown’ process, expecially if they are known to the patient 
and if they are able to function calmly. An experienced user may be more 
harm than good if his empathy is so strong that he projects his own fears 
upon the patient. ‘Knowing the way’ may be dangerous because of the 
temptation to suggest experiences that may have not yet been troubling the 
patient (‘Have you noticed yet that you can’t move your feet?’). 


(8) The job is not over until a debriefing has been held to determine if a normal 
state again exists, to ensure that the patient understands what has happened 
and that the therapist merely helped him to use his own ability to “come 
down’, and to open the door for a future visit in case there are problems 
underlying the present drug problem. The acute episode is not the time to 
explore other problems and initiate psychotherapy. 

(9) A few cases will consist of a true psychotic state which was precipitated by 
the drug experience. These deserve hospitalization and psychiatric evalua- 
tion. The risk of unintentional suicide or self-injury because of altered 
perception during a ‘trip’ is relatively low. 


7. SECONDARY PROBLEMS 


The secondary effects of drug use may be identified during the management of an 
acute emergency or they may be the presenting problem that first brings the patient in 
search of medical attention. Dealing with them competently and compassionately may 
set the stage for a therapeutic relationship to develop which will have long-term effects 
on the management of the primary problems. 
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INTRAVENOUS COMPLICATIONS 


The lack of care in sterilizing needle and syringe is characteristic and results in 
thrombophlebitis, subcutaneous abscesses, cellulitis, blood stream infection and 
serum hepatitis. Axillary lymph nodes may be enlarged due to particulate matter 
present in drug mixtures. The possibility of tetanus developing should be consid- 
ered in those whose immunity has lapsed. 


MALNUTRITION AND DEBILITATION 


Use of amphetamines, in particular, shows these effects because of the anorexic 
qualities of the drug. As general health begins to deteriorate, problems of poor 
hygiene become apparent: slow-healing infections, VD, infestations by parasites, 
and vitamin deficiency. The alert physician will watch for these signs and encour- 
age the patient to begin immediate reparatory measures. Hospitalization may be 
the only way of ensuring adequate follow-up care. 


TRAUMA 
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7.3 TRAUMA 


7.4 
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Trauma includes injuries received as the result of drug use because of violence 
while experiencing paranoid feelings or accidents occurring while concentration is 
impaired. It should also be remembered that symptoms of injury (or concommi- 
tant disease, such as diabetes and brain tumor) may be masked by the drug’s 
effect. In particular, when dealing with an unconscious patient, the possibility of 
underlying pathology other than drug use must be carefully investigated. 


PSYCHIC SEQUELAE 


It is worth remembering that experiencing a bad trip on LSD does not constitute 
proof of psychiatric disability requiring after-care. However, the episode may 
provide a contact between the young drug user and a physician who has demon- 
strated his interest and competence, thus giving a foundation for possible future 
trust. A major consideration in the non-medical use of drugs is the possibility of 
triggering an underlying psychotic predisposition to a full-blown psychosis or the 
aggravation of personality or emotional inadequacies. Automatic referral to a 
psychiatrist may aggravate the problem in the eyes of the young drug user and 
make him feel sicker than he really is. In many cases, follow-up by a sympathetic 
family physician may be all that is necessary or desirable. 


FLASHBACKS 


Flashbacks are unexpectedly recurring episodes resembling experiences induced 
by LSD or other strong hallucinogens, but without the person actually having 
been re-exposed to the drug. Flashbacks are not uncommon and may occur in 20 
per cent of hallucinogen users. During a flashback a former hallucinogen user 
may suddenly and unpredictably find himself experiencing the same distortions of 
space and time perception, the same disturbance of clear thinking and the same 
apprehension or panic he may have experienced during a previous ‘trip’ following 
a dose of an hallucinogen. However, the last—and perhaps the only—actual drug 
experience of this kind may have occurred several months ago. 


Frequently, flashbacks occur without any recognizable cause. At other times, 
emotionally charged events, a few puffs on a marijuana cigarette, even a glass of 
beer or other alcoholic beverage, may produce a flashback. Flashbacks have also 
occasionally been reported in people who never used any stronger hallucinogen 
than cannabis. Such experiences can be very disconcerting because the person is 
usually in no way prepared for them when they occur. Fortunately, they last, as a 
rule, only a few seconds or minutes. 


Treatment of this particular complication consists mainly in reassurance. One 
explains the nature of the experience to the patient, reminds him that he has had 
similar experiences before when he took an hallucinogen and that he recovered 
within a short time from the original drug effects. The flashback effects are usually 
of even shorter duration; and this reminder, together with the information that 
flashbacks do not tend to occur often, provide usually sufficient reassurance to 
enable a person to cope with future flashbacks without fearing for his sanity. If 
the patient’s apprehension can not be sufficiently allayed by simple reassurance, 
he may be given one or two Valium® tablets (5 mg) to carry on his person, with 
the instruction to take one tablet if he becomes disturbed by a flashback. In the 
rare cases where numerous flashbacks occur every day, or the patient remains in a 
state of continuous severe anxiety, he may require treatment in a psychiatric clinic. 
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VII. THERAPEUTIC COMMUNITIES 


INTRODUCTION 


For the purpose of this discussion, a Therapeutic Community is defined as a 
relatively new treatment facility for chronic drug and alcohol abusers, with the 
following major characteristics: 


(a) They demand total abstinence. 


(b) They emphasize the ‘here and now’ rather than events in the past that may have 
been factors in the development of drug dependence. 


(c) They force the addict to accept responsibility for his behaviour. His past conduct 
is labelled as ‘stupid’ rather than ‘sick’. 


(d) They stress participation in small, group-encounter ‘games’ which confront the 
individual with aspects of his behaviour and use peer pressure to modify his 
conduct. 


(e) They rely heavily on the influence of ex-addicts in the operation of the 
community. 


Although each program claims distinctiveness from other, apparently similar, pro- 
grams, it is relatively difficult for an outside evaluation to determine major differences, 
with the exception of these two areas: 


(a) The use of professionals in the program. Synanon is operated entirely by ‘non- 
professional’ ex-addicts and rejects the use of professional therapists and their 
methodology. Odyssey and Phoenix Houses use a combination of the traditional 
approach by professionals and innovative methods by ex-addicts. 

(b) The goal of the program. In virtually all programs a major goal is the production 
of successful ‘graduates’, at least some of whom will continue as members of a 
‘treatment team’ within the community or in similar settings. However, some 
programs are designed to f acilitate re-entry of the graduate into outside society 
(for example, Daytop), while others (such as X-Kalay) frankly consider the 
community as a lifetime habitat for its members. 


EXAMPLES OF THERAPEUTIC COMMUNITIES 


SYNANON 


The earliest and most widely copied therapeutic community is Synanon, which was 
founded in 1958 by Charles E. Dederich, a layman and former alcoholic. Synanon 
accepts former drug addicts, alcoholics and other individuals with emotional 
problems. 


A major principle from which the present-day Synanon concept has evolved is: 
that if a particular social configuration of people and beliefs can produce a person’s 
problem, another constellation of people operating within the framework of a constructive 
social system can ameliorate the same problem. 


Avowedly a social movement rather than a specific treatment program, Synanon 
draws on a wide range of social, rehabilitative, recreational, educational and voca- 
tional resources. By 1965, California establishments were operating in Santa Monica, 
San Francisco and San Diego; others had begun in Westport, Connecticut and Reno, 
Nevada. 


Most Synanon facilities are in larger communities, with a centrally located main 
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building for program functions, meals and administration, plus other types of resi- 
dences ranging from dormitories to single family units, all located within commuting 


distance. 


Since Synanon members engage in a wide variety of activities, it would be difficult 
to say that some are therapeutically useful and others are not. Every member of 
Synanon has a work obligation in one of the many Synanon enterprises. Jobs are 
allocated according to a member’s seniority and ability. All work is considered 
relevant; there are no contrived ‘basket weaving’ jobs. 


Attack Therapy 


A major feature of the Synanon program is the verbal attack approach to therapy. 
In attack therapy, one individual is chosen for the ‘hot seat’ and his or her behaviour is 
criticized, repeated, ridiculed and exaggerated by other members. He has only verbal 
defenses. He may not behave violently or threaten violence. These sessions, termed 
“‘synanons’’, are based on the belief that “almost any kind of verbal tactic is legitimate 
if it helps a person to look at his behavioural soft spots.’” The synanon has also been 
described as an act of love: “if we did not care about you or have concern for you, we 
would not bother to point out something that might reduce your psychic pain or clarify 
something for you that might save your life.” 


The abrasive nature of attack therapy is also designed to correct the individual’s 
inability to “hear properly” in areas in which he 1s emotionally blocked. 


Synanon’s attack therapy has been described by Yablonsky as the very antithesis of 
more conventional therapeutic methods: 


Generally in professional therapy, the assumption is made that if a person’s inner problems 
are somehow adjusted he will stop ‘acting out’ his bad behaviour. Synanon starts with an 
attack on the reality of overt bad behaviour. 


Endore (1968) emphasizes that the synanon is not to be confused with group 
therapy: 

...lt isn’t group therapy at all. It’s a game. It’s a contest. It’s a sport. It’s a vigorous workout 
for the mind and the emotions. It will strain your brain and your vocal chords... if it’s 
therapeutic, as it most certainly seems to be, then it’s partly for the same reasons that any 
sport is healthful, because it’s strenuous enough to stimulate your bloodstream, raise your 
pulse rate, excite your senses, stir up your feelings, and leave you afterward refreshed and 
pleasantly exhausted.” 


Sessions are administered by peers with common experiences on the theory that a 
fellow Synanonist is more acceptable as a therapist than a professional. The back-and- 
forth of the synanon permits reversal of roles. The elimination of the patient-doctor 
status roles in favour of a more democratic relationship is said to facilitate a deeper 
intensity and involvement between individuals. 


Success and personal growth of each member are recognized as the major goal of 
Synanon’s program. Reciprocal relationships means that “involvement with Synanon 
entails involvement with the success or failure of other members.’” 


In the opinion of Ruitenbeck (1970), the most striking aspect of the Synanon 
approach to therapy is the “insistence upon total honesty and forthrightness in the 
group encounter. No rationalizations or intellectualizations are allowed, and the 
emphasis upon what one’s feelings are in the here-and-now situation is stressed.” 
Directness, he believes, replaces such traditional psychoanalytic concepts as “working 
through”. Ruitenbeck adds that “traditional psychotherapy is not very well 
equipped...to handle the addictive personality.””’ 
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Education 


Synanon’s emphasis on education also accounts for much of its success. According 
to Yablonsky: “We are more of an educational enterprise than a therapeutic one, 
more of a learning process than a therapeutic process. We don’t presuppose sickness as 
much as we presume stupidity.”” Seminars and classes are held on a wide range of 
subjects at levels up to those of a university. 


Yablonsky (1965) also states: 
One of the dimensions of the Synanon community that may foster ‘mental health’ is its 
emphasis on cultural activities. There is an implicit encouragement to participate in a 
semantics class, a band, a dance class or almost any other kind of cultural or intellectual 
activity. 


Community Relations 


Relations with Synanon’s surrounding communities are generally good, despite 
some hostility encountered at the earlier stages of the organization’s development. 
Much of the present acceptance of Synanon is attributed to the square games club, an 
association of peripheral adherents who, as members of the “square”’ community, 
participate occasionally in Synanon activities. One important result of community 
acceptance, added to an ambitious “hustling” program, is that Synanon’s own income 
is supplemented by donations, such as food contributed by local supporters. 


Drugs 

Synanon strongly opposes the non-medical use of any drug including alcohol, by 
any member. This adamant stand is based on the conviction that any ex-addict who 
uses any psychoactive substance is in danger of returning to his original state of 
addiction. Yablonsky (1965) points out that he has known professionals who, in 
treating addicts, have not taken a stand against drug use on the assumption that if the 
psyche can be successfully treated, the addict will eventually abandon the use of 
drugs. He adds, “I do not know of one case where this professional position has 
succeeded.”” 


Social Status 


The non-institutional nature of Synanon eliminates the need to leave at the end of a 
specified treatment period. A member may perceive Synanon as a valid way of life 
and decide to remain indefinitely. A successful Synanonist can see himself in a new 
social role, a “legitimate one, supported by the ex-offender’s own community as well 
as by the inclusive society.”” Thus, new Synanon Houses are being opened up, and 
members are reported increasingly in demand for similar projects. 


Evaluation 


Due to the radically unique nature of Synanon, its success rate is more difficult to 
assess than the rates of more traditional f acilities. Data on the number of people who 
have been to Synanon and have left are unavailable. One estimate suggests that about 
20 per cent quit Synanon within a month. However, anyone who stays obviously does 
so in a drug-free condition. Synanon does not purport to be a primary treatment 
facility; where others have neglected to establish a follow-up program, the Synanon 
concept as a social movement does not recognize the need for one. 


Critics have suggested that Synanon members could, in fact, become dependent 
upon Synanon. As Ruitenbeck (1970) queries, “are the Synanon members perhaps too 
sick to function in the world at large, and does Synanon in effect provide them with 
the opportunity to escape from the world that they could not face in the first place?’”’ 
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The question of success rates becomes even more difficult to answer in view of 
Synanon’s somewhat defensive stand against professional examination. Yablonsky 
(1965) states: 

The kind of ‘rigorous scientific evaluation’ demanded by some professionals could possibly 
ruin Synanon....one of the reasons Synanon works is that people are treated like people and 
not like inmates.... 

Another possible danger in using standard research methods on Synanon is that the 
approach could conceivably impair the aura of positive expectation and success that sur- 
rounds Synanon. 


It must be admitted, finally, that Synanon has enjoyed a significant measure of 
success while so many others continue to fail dismally and that it has “also reached a 
type of patient who so far has been at loose ends in terms of cure and adjustment.” 


DayTop VILLAGE 


Daytop Village was modeled after the Synanon concept. It began as a therapeutic 
community in New York City. From its inception in 1964, when a former Synanon 
staff member became the Director of Daytop’s only centre on Staten Island, the 
program has grown to its present four residential treatment centres housing over 450 
residents. In addition, there are five ambulatory treatment units through metropolitan 
New York for day-care treatment of drug users within the community. 


Daytop’s therapeutic approach is much like Synanon’s with emphasis on the “here- 
and-now”’ difficulties of the individual addict, rather than an attempt to probe and 
‘rectify’ the misfortunes of his past. 


Specific goals are said to be elimination of the need for drugs; rehabilitation, both 
psychological and social; and, in a major departure from the Synanon concept, 
assistance in readjustment upon return to the community at large. The Daytop 
program also provides training for addiction rehabilitation workers. 


Treatment involves psychotherapy and socialization—therapy within a voluntary 
residential community setting. The staff consists of ex-addicts with no professional 
training but with extensive relevant background work experience. No chemotherapy is 
employed. 


Evaluation 


As a measure of Daytop’s success, there are presently 177 graduates, only 19 of 
whom have failed. Of the graduates, 39 work for Daytop, 47 are employed in 
unrelated programs, and 72 work in a variety of other programs. 


OpyYSSEY HOUSE 


Odyssey House is a voluntary therapeutic community which was incorporated in 
1967. It includes five facilities in New York City and one in Newark, New Jersey. The 
Manhattan house accommodates 60 persons—40 males and 20 females—plus a staff of 
eight resident ex-addicts. 


The Odyssey program is divided into three phases: pre-treatment, intensive residen- 
tial treatment and re-entry. 


Pre-Treatment Phase 


The purpose of this phase is to motivate the addict prior to admission to accept the 
idea of a meaningful therapeutic environment. This is accomplished by an Induction 
Supervisor (an ex-addict) plus a “Go-leader” in training from a later, in-residence 
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phase who together conduct three to five one-hour group sessions with “raw addicts” 
each week. Street addicts are believed suitably motivated when they have attended a 
certain number of meetings regularly and punctually, when their behaviour is deemed 
co-operative and when their dress is considered acceptable. (These criteria are modi- 
fied for parolees.) 


Court and agency referrals are accepted as well as a number of selected addicts 
currently serving prison sentences. 


The co-leader may sponsor an addict he considers ready for the candidacy-in stage. 
However, his recommendation may be vetoed by the ex-addict and medical treatment 
supervisors of the intensive treatment unit if they believe further motivational work 1s 
required. 


The first phase of induction is begun within 24 hours of admission and consists of 
an “Inquiry-In” conducted by the Clinical Director, along with representatives of the 
resident patients. The new member is confronted with the expectations and demands 
of the community. There are three cardinal rules: 


(1) The use of contraband is prohibited; 
(2) No threat or act of physical violence or any sexual acting out is permitted; 


(3) Residents’ urine is analysed daily for opiates, barbiturates, hypnotics and 
amphetamines. 


After he has been accepted as a candidate-in, the patient becomes responsible for 
his share of the major manual work within the community, under the supervision of a 
higher-level resident. He also has four and a half hours a week of group therapy with 
a team consisting of a psychiatrist and the same “Go-leader” he had in the street. An 
additional four and one-half hours are spent alternately with the ex-addict treatment 
supervisor and two co-leaders. The patient at this stage has no voting privileges or 
voice in the running of the community. 


The stringent admission policy is designed to impress prospective patients with the 
importance of the program, and it is alleged that a majority of patients react to 
rejection with an attitude of re-dedication. 


Treatment Phase 


Odyssey House emphasizes present behaviour, interpersonal relationships and atti- 
tudes. Therapists approach the patient with the attitude that the patient’s way of life, 
although not the patient himself, is sick. Group work only is permitted in an effort to 
eliminate the conning, gaming and manipulating approaches of patients. This, it 1s 
believed, tends to minimize professional involvement in favour of peer-group influ- 
ence, and the confrontation found in group therapy resembles that of the Synanon 
concept. 


Between three and six hours of the resident’s day is spent in group meetings. A 
minimum of seven and one-half hours a week are devoted to work with a Board 
eligible Psychiatrist, and part of this time is used for psychological testing. 


Evaluations are conducted bi-weekly by patients and monthly by the staff. The 
system of assessment is designed to encourage the seeking of peer approval, for only 
with such approval may a patient move on to the next phase. 


When his behaviour is considered mature enough, a resident may be sponsored for 
the first stage of re-entry. At this point, he must present a viable re-integration 
program for himself at a meeting of his peers and staff. 
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Re-Entry Phase 


The first stage of the re-entry phase is that of “candidacy-out”, and the second 1s 
discharge to outpatient status. At the first stage, the patient begins to implement his re- 
integration plan, and after six months he may sponsor himself for the “Probe Special- 
Out’. If he wins peer approval, he is referred to the professional team for an 
independent evaluation. 


On achieving out-patient status, the patient must participate in follow-up studies, 
including periodic urinalysis for five years, and, after discharge, engage in two 90- 
minute group sessions per week for two to three years. 


In about 30 per cent of the patients reaching the re-entry level, neurotic problems 
are “unmasked’’, requiring individual therapy. A psychiatric referral system has been 
established for this purpose. However, individual work with psychiatrists does not 
eliminate the outpatient’s obligation to participate in the group sessions. 


Although graduates are eligible for employment with Odyssey House or with other 
agencies in the field of drug addicton, most are said to go on to lead lives independent 
of their former drug usage. 


PHOENIX HOUSE 


The Phoenix House Program is a residential system which was founded by five ex- 
addicts in a New York City slum tenement in 1967. At the end of 1970 there were 15 
separate Phoenix Houses with more than 1,000 drug-free, full-time residents. The 
program admits anyone who has any type of drug problem. The ages range from eight 
to 67 years. About 40 per cent of the Phoenix House residents are minors and a full 
ten per cent are 16 years old or under. 


Most of the staff members are trained former addicts who are supported by a group 
of physicians, nurses, research psychologists, teachers and social workers. A telephone 
line for help with any drug problem is kept open 24 hours a day. 


The strictly enforced governing rules of Phoenix Houses are: no violence and no 
drugs. Violators may have their heads shaved. The major therapeutic tool of the 
program is the encounter, in which every resident must participate at least three times 
a week, and where everyone can air his grievances. Work and responsibility for 
regular chores such as building maintenance, cooking and gardening play important 
roles in the therapeutic program. 


Educational seminars, public speaking courses, programs in painting, creative writ- 
ing, etc., are part of the regular routine, as well as classes and special tutoring in 
ordinary school subjects. 


After about 18 months a resident may graduate to be an “elder’’. This also means 
the beginning of re-entry. During re-entry the elders live in a Phoenix House but work 
outside. 


The overall Phoenix House dropout rate is quoted as 40 per cent, including those 
who leave after only one day.”® 


X-KALAY 


The oldest and best established therapeutic community in Canada is X-Kalay in 
Vancouver. It was launched in 1966 as an Indian Post-Release Centre, but in 1968 its 
name was changed to X-Kalay. 


Physical Plant 


The Foundation operates a service station and sells ballpoint pens which X-Kalay 
members imprint with advertising messages for client companies. X-Kalay makes a 
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particular point of its financial independence; however, there is overwhelming ev- 
idence of the local support given by business and industry in providing members with 
clothing, food, etc. Funding also has been provided for the staff by the Company of 
Young Canadians. 


Statistics 


There are now approximately 120 people in the X-Kalay program, including about 
20 children who attend public schools but live with their parents in the community. 
These families plan to establish their own school in the near future because their 
children “are exposed to drugs at the public school.” 


About 40 non-residents take part in the ‘games’ offered by X-Kalay. Some residents 
live at the (X-Kalay) Foundation awaiting their trial after referral by the courts. 


X-Kalay’s Director states that about 300 have taken part in the program during the 
past four years. He claims that only about 30 who have left the program “returned to 
stupidity”. He believes that those who join can function only within the Foundation 
for the rest of their lives. 


The X-Kalay community is divided into tribes of about 12 people each. One tribe 
contains young people aged 15-21 and another the children younger than this. 


Program 


As with all Synanon-type programs, the key element in X-Kalay is the group 
encounter called “the Game” which is characterized by directness, honesty, attack, 
and a high level of noise production. Three two-hour encounters are held weekly plus 
a “Sunday Stew” of from four to six hours. Every few months a 24-hour “trip” 
(marathon) is held for selected members. 


The goal of the program, as stated by the director, is to produce “teachers of 
people”. Some of the persons from the Vancouver facility have recently moved to 
Manitoba to begin a second house. Alberta is next in line to establish a centre. 


Emphasis in all conversations between X-Kalay inhabitants is put on placing 
responsibility for their behaviour upon the members themselves (“It’s too easy to come 
up with an excuse for drug using”) and on convincing patients of the impossibility of 
functioning in the outside world (“They wouldn't be here if they weren’t stupid’’). 


All members speak enthusiastically of the program, of the despair of their former 
lives and of the great new potential for their own development. Says X-Kalay’s 
Director of one 19-year-old girl who has been in the program for two years and who is 
acting director of one phase of the operation: “Nobody of her age in Canada has as 
responsible a position.” 


X-Kalay, says its director, permits the individual to grow faster than Synanon 
members grow, because the experience is more intense, and more demands are made 
upon those who join. 


Comments 
This program unquestionably reaches some chronic addicts who are apparently 
unreachable in other ways. 


Although stereo-typed behaviour and responses of some members give the impres- 
sion that massive and effective indoctrination has occurred, X-Kalay has surely saved 
the tax-payer and the society both dollars and difficulties in terms of drug-free man 
days. 


It should be remembered that the program does not aim to return its people to 
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society. The community aspires to be the complete and permanent solution to the 
problems of the individual and the deficiencies of the world outside. 


GATEWAY 


This therapeutic community, as described by Dr. J. Jaffe in Chicago, is similar to 
Synanon, although alcohol is not forbidden at Gateway. Re-entry into society is the 
goal. Enough statistics are available for this program to give at least some insight into 
the achievements of its approach. 


Study I 


Gateway uses an open door policy, and 70 per cent of those who seek admittance 
actually join the program for at least one day. Of these, only 20 per cent remain in the 
program for as long as one year. The program’s pace is such that re-entry to society 
begins one and one-half years after admission. 


Study 2 


In a second study, 62 people were referred on a random basis to Gateway. After 
contact with the program: one-third were so angry that they were lost to all forms of 
treatment offered by this particular program; one-third did not remain at Gateway but 
went elsewhere for another type of treatment; one third entered the Gateway pro- 
gram. Of those who entered, at the end of one year two-thirds remained in the 
program, apparently successfully. 


414, LONDON 


In December 1970 a new therapeutic community sponsored by the Ontario Addic- 
tion Research Foundation opened in London, Ontario. It is unique in its special 
emphasis on the rehabilitation of chronic speed users and in its built-in experimental 
design to evaluate the effectiveness of treatment. 


The overall program resembles that of Odyssey House.' Selection is strict to ensure 
that each candidate really wants to modify his behaviour. Both professionals and ex- 
addicts “do the treating’’. Also, there is a four-phase program aimed at returning the 
individual to the community as a successfully functioning citizen within a period of 
approximately 18 manths. 


The London program includes work, 3 three-hour group sessions per week and 
educational seminars. Again, cardinal rules are: no violence, no drugs and no sexual 
acting out. Enforcement is strict and infractions are dealt with by offering the offender 
the choice of either leaving the community or having his or her head shaved. Medical 
attention is available as needed, but routine testing is not done, and the use of any sort 
of medication is discouraged. There is no monitoring of urine for drug use. Members 
in each of the program’s phases are relatively isolated from members in other phases 
of the program. 


At the end of four months, 26 candidates had been accepted, of whom 12 were still 
in residence. Drop-out rates were greatest within the first week and near the end of the 
second month. Follow-up has been conducted on three-fourths of the drop-outs: only 
two are doing well; the others are in jail or psychiatric hospitals. 


Per diem costs at the moment are about $30.00 per resident which are expected to 
fall as the program begins to function at full capacity. 


The program is laid out in four phases: 


Phase I includes a week’s probationary period, an orientation to the program and 
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work. 


Phase II lasts about three months, during which no outside contacts are permitted. 
During this period there is a heavy, compulsory schedule of group meetings, 
seminars, encounters and work. 


Phase III includes a gradual move toward working or attending school outside while 
living in and participating in the life of the community. 


Phase IV is for those living and working away from the unit but who return for one 
encounter group per week and who assist new residents in the program. 


A site visit leaves the visitor somewhat shocked by the harshness of treatment but 
greatly impressed by these three aspects: 


(a) the soundness of the experimental design which will compare the community’s 
results with those of two psychiatric residential programs and an outpatient 
service; 


(b) the competence of the present Director; 


(c) the courage with which he is attacking the problem of managing the most 
difficult of drug users— the young speed freak. 


OTHER APPROACHES 


Although they do not fall strictly into the category of the therapeutic community, 
two other related approaches should be included here. The first is an “Outward 
Bound” type of rugged outdoor experience as a therapeutic setting; the second is an 
example of the less stringent innovative programs being developed both on a residen- 
tial and on an outpatient basis which emphasize alternative life styles. 


BOULDER BAY 


Boulder Bay camp, located in the British Columbia wilderness about 40 miles from 
Vancouver, is one of two experimental training projects operated by this province’s 
corrections branch. 


Only men are selected for the four-phase program, of whom 60 per cent have been 
convicted on drug and drug-related offences, and all of whom are selected for their 
high rehabilitation potential which is determined by drug and work history, age, 
personality and motivation. 


Therapy is emphatically physical, consisting of four months of rigorous living and 
training in the wilderness. The program features swimming (all year round), mastering 
an obstacle course, calisthenics, rowing, life-saving and first aid, rock climbing and 
wilderness-survival training. Before they are paroled all trainees are required to 
endure a 72-hour wilderness-survival test equipped only with minimal resources. 


Of the 107 trainees paroled since November 1968, only ten had been returned to 
jail by the end of 1969. The usual recidivist rate has been estimated at about 50 per 
cent. 


A member of the Commission’s research staff who lived for several days at Boulder 
Bay Camp came to the following conclusions: 


Boulder Bay Camp is successful in developing maturity, self-confidence and tolerance 
because it puts the trainee in a social environment which encourages development of these 
changes. The camp program seems likely to enhance the trainee’s ability to lead a law- 
abiding life, but cannot guarantee it. While the camp attempts to instill in the trainee respect 
for the law, it cannot force him to adopt this as part of his ‘living values’ after release. 
Whether or not the trainee uses drugs again or commits subsequent crimes, depends on his 
personality and the specific social environment in which he finds himself. To quantify the 
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effects of Boulder Bay in terms of recidivism rate is to assume that the experience in the 
camp can change not only the trainee’s personality (which it may do only to a limited 
degree) but also his future life experience (which it cannot change). Preliminary results of an 
evaluative study carried out by the British Columbia Correctional Services indicate that 
trainees from Boulder Bay have a slightly lower recidivism rate than a control group at the 
Haney Correctional Institution. Whether or not the final results confirm this initial positive 
finding, I feel that the program at Boulder Bay not only avoids many negative aspects of the 
traditional penal institutions, but it also can provide a positive learning experience for many 
young drug offenders. What trainees iearn about themselves and others at Boulder Bay 
should contribute to their survival as law abiding citizens after release, but it cannot 
guarantee it.® 


HEAD AND HANDS 


A unique and perceptive approach to rehabilitation is offered by Head and Hands 
Human Resources Centre in Montreal. It is used in conjunction with the preventive- 
curative concept of street work, and it attempts to provide meaningful alternatives to 
drug use among adolescents. 


Through a provisional setting of workshops, relaxation sessions, rap sessions, etc., 
the concept of “positive growth therapy” is fostered in the hope of creating new 
learning situations. As defined by the staff of Head and Hands: 


“positive growth therapy is the conscious opportunity to learn and discover one’s 
own environment and the potential inherent in this environment. It is the dynamic 
search to recreate new and valid alternatives to environments which have become 
inadequate for the individual.” 


The Head and Hands staff believes that most adolescent problems are a result of 
social problems, such as inadequacies within the youth’s normal environment. “In- 
creasing numbers of youth feel caught in a sterile way of life among adults striving for 
seemingly meaningless goals, and no one to help the young answer their questions 
relating to life itself.” At this point, the staff of Head and Hands believes that 
adolescents begin to use drugs in their search for alternatives. 


One goal which alienated youth consider very important is the establishment of 
meaningful interpersonal relationships. Adolescents, often lacking in self-confidence, 
are also often unaware of their own potential. Thus, there is a great need for creative 
situations and environments in which such awareness is likely to be found. 


The Head and Hands staff defines “therapy” as the existence of situations (environ- 
ments), either spontaneous or contrived, in which such a learning process is most likely 
to occur. 


Moreover, the adolescent is helped to perceive such occurrences so that they may be 
used in learning and growing. Therefore, the purpose of Head and Hands is to provide 
a sympathetic environment with abundant growth opportunities. Rapport between 
youth and staff is termed ‘remarkable’. 


At Head and Hands, individual youths gain an awareness and understanding of 
their own personal situations and environments through counselling and through 
psychiatric and medical services. Controlled social confrontation through rap sessions, 
T-groups and counselling is used to assist (encourage) social interaction. Errors and 
regressions are regarded as major forces in learning and maturing. 


As the staff summarized: “the real effect of Head and Hands is difficult to measure, 
but any observer can see its presence and influence. The difficulties of dealing with 
apathy and alienation cannot be underestimated, but we feel that we have made a 
good start.” 
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DRAWBACKS TO THERAPEUTIC COMMUNITIES: NEW YORK SURVEY 


An independent survey of therapeutic communities in New York State* concludes 
that the percentage of addicts who achieve and maintain a drug-free state is too small 
to justify the high cost of such programs to the public. Thus, it is only fair to include a 
discussion of some of the treatment parameters and program shortcomings found in 
New York. 


Difficulties encountered in assessing the New York facilities run across the board: 
reliable records are not generally kept, and there is no system of follow-up for patients 
who leave before completing a program. Many programs are so new that they count 
only a very few “graduates”. 


The study asserts that, “it would be desirable for the State to become much more 
active than it has been at keeping track of those who graduate or ‘split’ from private 
and local facilities subsidized by the State.” This rule, we believe, would be equally 
helpful in Canada. 


Aftercare surveillance is of paramount importance in the treatment of addiction and 
should be an iron-clad condition of admission to any voluntary, State-subsidized 
program. In addition to serving research, after-care surveillance might catch individu- 
als who relapse at an early stage. Moreover, if the individual knows that he will likely 
be caught this might minimize his tendency to relapse. 


The New York study defines two basic types of residential facilities for narcotic 
addiction treatment: in-community and remote. In-community facilities are generally 
favoured because they can gradually phase their patients back into the community and 
can provide a number of addiction-related services to the surrounding neighbourhood. 


The major advantage of remote facilities is that of security. However, these facilities 
present a re-entry problem unless the patient finds work within the facility itself, or 
one which is similar. The study points out that the number of graduates of both types 
of facility is still too small to support an exclusive recommendation in favour of either. 


Despite the numerous variables that could be, and often are, applied to a facility’s 
admission and expulsion policy, the New York Study claims to have found “no real 
evidence that any particular form of sorting out and selecting addicts for treatment is 
preferable to any other, or that selectivity on grounds other than motivation gets better 
results than a door open to one and all.” 


The employment of ex-addicts as therapeutic para-professionals has a number of 
advantages, reports the New York Survey. Among these are: they are less expensive; 
they serve as positive models; they have an ability, often superior to that of a 
professional, to detect signs of continuing drug use; they are familiar with procedures 
of treatment; they feel loyal to a program which has helped them; and, through their 
involvement in after-care, they can help reduce the chances of relapse. However, the 
New York study cautions: “when an ex-addict staffer relapses, the effect on patients 
who looked on him as a model may be devastating.” 


Although the uniqueness of treatment programs was verbally stressed at each 
institution, the study found that differences were actually subtle. Work, attack therapy, 
counselling, practical and academic education, facilitation of re-entry to the society 
and a degree of continuing therapy were features common, with varying emphasis, to 
all ‘concepts’ covered. 


The two major attitudes on which therapeutic approaches were based, the study 
found, were to regard the addict as “a normal person who had the misfortune to 
choose a bad habit” or as an individual whose addiction had “a catastrophic effect on 
[his] personality’. According to the first philosophy, the addict’s main need is practical 
assistance. The second approach stresses rehabilitating an ‘addiction-prone’ or imma- 
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ture personality. 


AS 


the study concludes: “most programs including those run by the State are blends, 


and the evidence of their success is not impressive.” 


To 
(a) 


(b 


— 


(c) 


SUMMARY 


summarize our findings and conclusions about therapeutic communities: 


All of the therapeutic communities we have described show success in maintain- 
ing a considerable number of ex-addicts drug-free and in a socially functioning 
state over considerable periods of time. Their success is particularly notable in 
view of the fact that most of their patients come to them with a long history of 
drug abuse and failure in other programs, particularly incarceration. 

There is no body of data to help evaluate the characteristics of candidates who 
are likely to benefit most from this type of program. We also have no way to 
quantify success in order to weigh the relative advantages of various 
approaches. 

Therapeutic community programs of the rigorous type are acceptable only to a 
special group of drug-dependent persons, which probably would not exceed 
50%. Many are repelled from the start by ‘attack’ and deliberate humiliation as 
a form of self-confrontation and the key moves in the ‘game’ played in these 
special communities. There are no hard figures on how many graduate success- 
fully from these programs, but those figures which are available indicate that 
only one third of possible candidates found the therapeutic community program 
acceptable. Some claim a rate of success as high as two-thirds. 


RECOMMENDATIONS 


Therapeutic communities should be one option available in any national multi- 
modal drug-dependence program. 


_ An aim of the therapeutic community should be to equip those of its members 


who wish to return to the society to do so with success. 


. While the therapeutic community is built on the skills and self-confidence of the 


ex-addict, it should recognize that there may be a need, in some cases, to avail 
itself of the resources of professional staff or consultants. 


. All programs should have a research component, seeking criteria useful in 


selecting candidates, predicting success, and comparing various approaches to 
treatment. 


. The Department of National Health and Welfare of the Federal Government 


should encourage the development of additional therapeutic communities in 
Canada through financial and other assistance to those already in existence and 
organizations which appear to be effective in this field. 
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VIII. ORGANIZATION AND COORDINATION OF 
COMMUNITY TREATMENT SERVICES 


Introduction 


It has by now become apparent that non-medical drug use, to the extent that it 
constitutes a problem, is only one aspect of the whole range of disturbed human 
behaviour and, as such, one aspect of all community mental health needs for 
prevention and treatment. The types of services required to deal with the health and 
welfare of people, including the drug-related problems, form an important list, and 
changing patterns make frequent assessment of the adequacy of these services neces- 
sary. The principal services required for drug-related problems are: (1) early case- 
finding and catchment of those at risk or already in need of help; (2) medical, 
psychological and social treatment of acute and chronic illness and dysfunction 
induced by non-medical drug use, including facilities for emergency treatment and, in 
some cases, long-term inpatient treatment; and (3) follow-up and after-care aimed at 
rehabilitation and prevention of relapse, including facilities for educational and 
vocational alternatives to drug use. 


Today, there is general consensus among those who have worked in this field that 
the necessity of adapting to the requirements of youth and creating a youth services 
network at the community level is a primary consideration. In order to be effective, the 
services must be developed in such a way that they can earn the trust and respect of 
young drug users. 


After establishing a network of youth services, the Committee on Drug Dependence 
of London, Ontario recommended that: 


all existing community organizations involved with provision of services for young people 
be encouraged...to examine their programs in terms of the relevance they have to present 
day needs and interests of young people.... that special recognition and attention be given to 
the needs of those persons aged 19-25, who, in the Committee’s opinion, require more in the 
way of special supportive services than has heretofore been available to them through 
established youth agencies; it is being noted that the traditional recreation-oriented ap- 
proach to development of character strength has little appeal to these persons, among whom 
are school drop-outs, unskilled labourers, political radicals or activists, persons released from 
penal institutions, ‘freaks’ and others who espouse and follow a ‘non-conformist’ approach 
to Society. 


The non-medical problems faced by alienated youth are not yet being handled 
adequately by existing youth agencies. Yet, these agencies have good potential for 
assuming a preventive role, because they are in a favourable position to intercept 
problems at an incipient stage, particularly if they involve young people in the making 


of decisions that will ultimately affect them. 


Nevertheless, when we are viewing mental health community needs in a more 
general perspective, we must recognize the transitional nature of today’s youth-centred 
approach. A world-wide stirring among young people, which has resulted in psycho- 
logical and spiritual malaise, in social unrest and political confrontations, has created 
special problems among the young, only one of which is the non-medical use of drugs 
with its destructive impact on mental health. The urgent, vocal and often violent 
problems created by this situation have forced our society to take a hard look at the 
existing mental health facilities which are expected to cope with these problems and to 
assess their adequacy. It soon becomes evident that these facilities are wanting in 
many ways and could not properly serve the needs of the disturbed young people who 
suddenly require help with over whelming urgency. 
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However, as the deficiencies of our community services for the young are being 
identified, it is inevitable that we will also note the general inadequacy of community 
services available for other persons who require them—for example, the alcoholic, the 
middle-aged drug-dependent, the mentally ill and mentally retarded, the aged, and 
socio-economically deprived people. No doubt, once we have succeeded in dealing 
appropriately with the present emergency situation created by disturbed youth, our 
whole approach to the mental health problems of the nation will have come under 
scrutiny and, hopefully, will have been reformed, so that the special problems and 
needs presented by young people will only be one aspect of the general concern with 
the provision of a network of services, the goal of which will be response to all needs 
of the community. 


Services Needed 


The following are the community treatment service needs which can be identified 
today for drug-related problems. 


Information service: providing verbal, printed and audio-visual educational mate- 
rial for young people, their parents, teachers, physicians, and other members of the 
community. This includes factual information on the non-medical use of drugs as well 
as assistance in identifying existing agencies to deal with specific problems, including 
legal assistance. 


Emergency service: providing a 24 hour phone-in contact, a facility for talking down 
‘bad trips’, and a hospital-based crisis centre for serious cases requiring medical 
management. 


Hospital services: for inpatient management of medical complications such as 
hepatitis; detoxification of alcohol, amphetamine, and heroin users; and treatment of 
overdoses. 


Outpatient care for problems such as venereal disease and for continuing programs 
such as methadone maintenance and family therapy. 


Laboratory services: regional facilities to carry out immediate analysis of street 
drugs and of body fluids in hospitalized patients. (Research is needed to develop 
quicker specific tests.) 


Long-term care: therapeutic communities of various types to provide isolation while 
initiating rehabilitation, particularly for those who have been dependent on alcohol, 
speed, and heroin. 


Rehabilitation services: It is necessary for communities to provide, in more than 
name, agencies and facilities whose function is to ensure the re-establishment into 
society of those whose acute drug-related problems have been controlled. These 
facilities include pre-vocational testing and training, alternative forms of education, 
and an effective job placement service. Long-term follow-up is necessary, in many 
cases, or all previous work may be wasted. 


Temporary accommodation: Needs vary from over-night ‘crash pads’ for transient 
youth to longer-term support in half-way houses. 


Coordinating Mechanisms: to ensure that the individual moves through the appro- 
priate facilities in a logical sequence and that prolonged follow-up and support is 
provided. Most efforts at co-ordination meet limited success at best, mainly because 
they involve the establishment of central directorates which may threaten the auton- 
omy of individual institutions. 
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Co-ordination 


The two main reasons for the failure of delivery of health services by an agency to 
the young people of a community seem to be: conflicting beliefs and attitudes on the 
roles of ‘client’ and ‘agency’; and unawareness on the part of young people that a 
service exists, or is available to them. (In fact, the inadequacy of referral in some areas 
suggests that some agencies do not even know that others exist.) 


In a proposed youth services network, a youth services coordinator should be 
appointed by a board comprising both community leaders and a significant represen- 
tation of the youth community. The remainder of the network staff would depend on 
the size of the community and the needs of the young people within it. 


The essential administrative functions would be to co-ordinate services for individ- 
ual clients, to continually evaluate the effectiveness of each f acility in the network, to 
provide an informational service, to monitor and to report to the community any 
changes in its needs. 


Coordination of research includes the provision of statistical services, advice on 
experimental design and program evaluation, and centralized record-keeping. 


However, neither the research nor administrative functions would be complete 
without a thorough system of follow-up, which would relate effectively to individuals 
who have undergone emergency medical treatment and after-care. A follow-up system 
would also tend to prevent the development of a ‘revolving door syndrome’ within the 
network and work toward the elimination of dependence with early detection of 
relapses. 


Major difficulties would be f aced by the co-ordinating unit in achieving the neces- 
sary subtle balance between encouraging innovation and still providing enough 
direction to ensure continued relevance of all services—and all this without threatening 
the autonomy of individual agencies of the network. 


Catchment, out-reach and referral should be significantly augmented by detached 
street workers and other service personnel working within the community. Their 
approach to young people should be casual: attempts to coerce individuals into 
treatment—particularly treatment of a psycho-social nature—have an established his- 
tory of failure. 


The system presupposes that each agency, including conventional services, is aware 
of each other’s function. It is inevitable that there will be some overlapping of services. 
This might even be desirable, as long as referral to appropriate agencies is being 
handled efficiently, especially when emergency service is involved. 


Emergency Care 


Due to the wide and often unrelated variety of medical problems encountered by 
young people, emergency medical treatment, when required, is probably best handled 
by a multimodal approach. Again, the institutional estrangement experienced by many 
young people calls for a more casual and sympathetic treatment setting than the 
emergency ward of a hospital, particularly when acute drug reactions are involved."° 


The ‘storefront’ or drop-in clinic concept has already gained the confidence of 
young people in some communities. Also, certain emergency problems can be handled 
more effectively outside of a hospital, with the added advantage of reducing the 
caseload of the local hospital’s emergency department. However, location of the clinic 
should be close enough to hospital emergency facilities to make immediate referral 
easy. 


In this connection, Dr. Beck, of the Charlottetown Mental Health Clinic, speaking to 
the Commission of crisis clinics generally, said he is in favour of small, decentralized 
drug-referral services catering to population units of about 25,000. 
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However, like other speakers addressing the Commission, he objected to any 
foundation specializing in a single drug. In Dr. Beck’s opinion, for example, there 
should ideally be no alcoholism foundations. 


Considerable overlapping of service and staff activities may be anticipated between 
the clinic (medical) and local crisis intervention centre. Although the crisis centre 
would be staffed by non-medical personnel whose duties would mainly involve a ‘talk- 
down’ service, a good deal of information-sharing and inter-agency referral should 
take place between the two units. In fact, shared facilities might prove the best 
approach in some communities. Both agencies would provide information to the 
public relative to their respective disciplines and experiences. 


Post-Emergency Care 


Therapeutic facilities for crisis after-care and treatment of drug-dependence should 
be designed to meet the community’s needs. 


Because of the relative novelty of such phenomena as amphetamine dependence, it 
is likely that considerable innovation will characterize most therapeutic approaches. 
All such treatment attempts should be well-documented and the results, including 
follow-up, be made available to others working in this field. Conventional agencies 
such as psychiatric units, where they are adaptable to youth needs, could participate in 
the provision of these facilities. When less clinical supervision is required, therapeutic 
communities, rural communes and half-way houses will undoubtedly prove useful. 


Counselling and Alternatives 


Counselling services should be offered to the youth community; they should be both 
informal and widely available. Counsellors should be carefully selected to assure that 
they are competent to intervene in the lives of other people. The emphasis should be 
on offering a variety of alternative resources, so that individuals disenchanted with 
more conventional channels can select others. 


Closely linked to vocational counselling would be an employment placement serv- 
ice, established with the cooperation of local business and industry. The need is for 
temporary and part-time jobs as well as rehabilitative and permanent employment. An 
employment alternative for some could be provided within the network by placing 
capable young people as workers in the various agencies. 


The demand for educational alternatives to secondary school has been partially met 
in some localities by the introduction of experimental schools. It is recommended that 
this concept be encouraged as a worthwhile contribution to the prevention of youth 
problems. 


Social 


A key element in the entire network concept is the youth drop-in centre. 


In addition to its obvious benefits to youths who complain of ‘nowhere to go, 
nothing to do’, the drop-in centre may give adults and young people a common 
meeting area. If widely accepted by youth, the centre would also offer an invaluable 
informational feedback resource for all personnel involved in youth services. 


However, the provision of a static facility for passive use has not met with long-term 
success; boredom sets in here too. Gradual evolution leads to a small, closed group 
who sit and share their perpetual sorrows. In some communities these centres become 
stigmatized, with or without justification, as contact points for the drug scene. 


The success of the proposed drop-in centre would in large part be ensured by 
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encouraging youth participation in the operation of the centre and in originating 
projects. 


The centre should provide facilities, ideas, and leadership for exciting and relevant 
activities which are alternatives to drug use. 


Accommodation 


As evidenced by the exodus of recent summers, lack of funds presents no handicap 
to a highly mobile segment of Canadian youth. The provision of temporary, inexpen- 
sive (or free) hostel-type accommodation is especially important in urban areas, if for 
no other reason than to avoid vagrancy charges—although one could also cite many 
more positive reasons for the provision of such accommodation. 


Smaller hostels should be available on a year-round basis as temporary shelter for 
youths forced to leave home on short notice and others who have run away from 
home. 


Longer-term residences, including half-way houses and therapeutic communities, 
would generally be of a therapeutic nature. 


An American Multimodal Program 


In Illinois, the Illinois Narcotics Advisory Council (INAC) has developed a complex 
program which incorporates many of the features which are essential requirements for 
the treatment of drug-dependent persons. This program has been developed particu- 
larly for opiate-dependent users who voluntarily seek treatment for their dependence. 
The general approach was based on the proposition that objective data from smaller 
programs should permit extrapolation to larger populations within the community. A 
‘multimodality pilot program’ was envisaged, in which the following specific treatment 
modalities were to be employed, evaluated and compared with each other: (1) 
standard periods of hospitalization for withdrawal, followed by group therapy in the 
community; (2) the use of oral methadone in the context of a rehabilitative program; 
(3) the use of narcotic antagonists, such as cyclazocine; (4) residence in therapeutic 
communities, such as Synanon or Daytop Village. 


The Illinois program is lodged administratively within the State Department of 
Mental Health and is a joint enterprise of the Department of Mental Health and the 
University of Chicago’s Department of Psychiatry. Such an arrangement has greatly 
facilitated the solution of staffing problems. The treatment bias of the program is 
toward a medical and psycho-social approach. 


General working principles are that, wherever possible, clinical facilties should be 
located for the convenience of patients rather than staff and that the patient popula- 
tion should be small enough to allow for the development of a sense of group identity 
and individual participation. The program was started in January 1968 and became 
fully operative in December of 1968. Through January of 1969, more than 800 
narcotics users had made voluntary contact with the program, more than 300 were on 
the waiting list, and 15 new patients were being offered treatment each week. 


The treatment complex then consisted of four basic clinical units: 


(1) a short-term, low-dosage methadone unit; 


(2) a hospital withdrawal ward combined with a half-way house (cyclazocine may 
be used in this unit to help patients remain abstinent from narcotics); 


(3) a long-term methadone maintenance unit where dosage is more flexible and 
ranges to more than 100 mg/day; and, 


(4) a series of therapeutic communities modeled after Daytop Village, operated 
under the aegis of Gateway Houses Foundation, Inc. (a non-profit corporation) 
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and financed through a contract between the state of Illinois and the 
foundation. 


Patients were randomly assigned to one of the following three treatment ap- 
proaches: (1) methadone maintenance; (2) hospital withdrawal and after-care with or 
without an antagonist; (3) a therapeutic community. The patients did not have to 
accept the random assignment (which was arranged for purposes of treatment evalua- 
tion) but could, after a period of four weeks, seek entry into the treatment unit of their 
choice. Computer programs were developed to provide print outs of all pertinent 
information for each individual patient, to permit full utilization in the care of patients 
and in the modification of treatment procedures. ' 


Conclusions 


We recognize that many of the facilities mentioned here are non-existent in most 
communities and that minimal reliance has been placed on traditional agencies for the 
proposed network. This is due to our belief that the overall service philosophy of more 
traditional agencies does not yet coincide with the nature of present-day community 
service needs of young people. Although some, such as the YMCA, have provided 
such commendable innovations to the present social condition as detached street 
workers, most traditional agencies still seem to lack the resources or willingness to deal 
with the unprecedented difficulties of young people today. The increased reliance of 
young people on innovative services in the past few years seems ample proof that an 
alternative was required. 


Where conventional agencies are able to meet the needs of young people, their 
contributions are welcome; where they are not, alternatives must be provided. 


Finally, although it is desirable that serious legal entanglement be avoided by young 
people, it is hoped that the police and the courts will be able to develop a constructive 
relationship with the community services by referring, whenever possible, those who 
are in need of help due to non-medical drug use from the penal to the remedial 
system. 
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APPENDIX A 


SOME OTHER THERAPEUTIC APPROACHES 


Encounter Groups 


It has been suggested that many drug users are searching, in a tortuous and 
convoluted way, for a game that is worth playing and that will give meaning to their 
lives. Encounter groups are one such technique which may give satisfaction to chronic 
drug users. The dynamic is to use the relationships between the individuals within the 
group as the lever to advance individual personal growth. This may also be attempted 
through the use of such techniques as psychodrama and Gestalt therapy, which are 
similar to group therapy. 


Writing in 1970, Rogers lists two possible explanations for the rapid rise in 
popularity of these groups: first, the “increasing dehumanization of our culture, where 
the individual does not count”; and secondly, the fact that we are “sufficiently affluent 
to pay attention to our psychological wants’’. Rogers concludes that while the group 
process does have some disadvantages, the experience is almost always useful for the 
participants. He notes that behavioural changes are not always lasting and that there is 
always the danger of an individual assuming that because he has succeeded in 
revealing all aspects of his character, he has solved all his problems. When this occurs, 
the basic problems may remain unsolved. On the other hand, he points out that some 
participants, using group therapy techniques, have lived constructive lives during 
periods when they were clearly psychotic. Rogers is, however, critical of so-called 
‘srowth centres’ which may provide intensive group experiences for a few days, but 
provide no f: ollow-up." 


Dr. Andrew Malcolm of the Addiction Research Foundation of Ontario’ is critical 
of much group encounter therapy for its lack of controls over the qualifications of 
group leaders and their lack of professional training and experience. However, many 
obstacles exist to such professional qualification, since this method relies heavily on 
spontaneity, informality, innovation and, without exception, on equal participation in 
the group by both the trainer and the members. Synanon offers an example of a 
service in which no professionals are engaged with the group, yet the technique has 
been moderately successful. 


With particular reference to chronic drug users, encounter therapy appears to offer 
three advantages, which are discussed below. 


First, this therapeutic community, through confrontation techniques, bares personal- 
ity defects and directs pressure from his peers on the user to change his behaviour. 


Secondly, encounter groups may focus the attention of the young user on new kinds 
of personal experience, some of them as exotic as drug use—sensory awareness, for 
example. 


Finally, the rapid welding together of a group of individuals encountering similar 
problems may well result in collective activities far removed from the use of drugs— 
such as theatre groups or farming. 


Transcendental Meditation 


Transcendental meditation is a practice which is reported to have originated in the 
ancient Vedantic tradition of India. Within the past decade it has gained some 
popularity in the Western world, perhaps chiefly through the influence of Maharishi 
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Mahesh Yogi. It is practiced individually, each day and requires little preliminary 
instruction. 

A recent paper by Benson and Wallace surveys the influence of this practice upon a 
drug-using population. The paper is based on a questionnaire study of 1,862 subjects 
who had been practising transcendental meditation (T.M.) for three months or more, 
following a formal training course. Of the subjects studied, 1,081 were male and 781 
female; ages ranged from 14 to 78 years, and about half were between the ages of 19 
and 23. Most had attended college and on an average they had been practising T.M. 
for approximately 20 months. The decline in drug use by subjects in the study is 
illustrated in the table below which compares the percentage of drug users in the six 
months preceding the starting of T.M. with the percentage of drug users after 21 
months of practising T.M. 


Most of the respondents (61.1 per cent) believed that transcendental meditation was 
extremely important in reducing or ending their drug use. Only 3.6 per cent did not 
feel that T.M. was significant in their reduced use of drugs. 


The study also recorded a sharp decrease in drug trafficking among those practising 
T.M. At the end of the 21-month period, almost 96 per cent of those who had 
previously been trafficking in drugs had ceased this activity. Likewise, more than 95 
per cent of all the subjects said that since beginning transcendental meditation they 
had tried to discourage others from non-medical drug use.' 


The interpretation of this study is limited by the lack of a control group and 
information regarding persons who had begun T.M. and subsequently ceased the 
practice. In addition, in most T.M. programs drug use is discouraged from the 
beginning since it is thought to interfere with the meditation process and, conse- 
quently, those persons not inclined to reduce drug use would be less likely to enter or 
continue in the program. In spite of these limitations, this study indicates that the 
therapeutic aspects of T.M. should be further explored in systematic fashion. 


TABLE 3 
DRUG USE BEFORE AND AFTER TRANSCENDENTAL MEDITATION, BY DRUG 


Prior to After 22 months 


T.M. of T.M. 
DRUG USED (%) (%) 
Marijuana and Hashish (any use) 78.3 j Be 
Marijuana and Hashish (heavy use) 22.4 0.1 
LSD 48.3 3.0 
Other Hallucinogens 39.0 4.0 
Narcotics 16.9 1.2 
Amphetamines 32.0 i 
Barbiturates V2 1.1 
Alcohol (hard liquor) 59.9 24.9 
Tobacco (Cigarettes) 48.6 16.1 


Source of data: Benson and Wallace 
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An unpublished pilot study by a student at McMaster University used objective tests 
of anxiety and tension to compare performance of three groups of university students: 
Naive subjects, those trained in T.M., and those allowed to practise ‘meditation’ but 
not following the T.M. technique. The study showed that T.M. had a marked influence 
in lowering the tension and anxiety levels in those students who had been properly 
instructed in its practice. 


Yoga 


The practice of this ancient Far Eastern physical and spiritual activity has gained 
recent and rapid popularity in the Western world. Descriptions of its practice and 
techniques can be found in virtually every bookstore in Canada today, complete with 
recommended exercises, diet and suggestions for meditation. Witnesses have told the 
Commission that a number of middle-aged individuals have turned from pills and 
alcohol to yoga as a means of relaxing from the tensions of the day. Younger 
witnesses appeared to favour the spiritual and religious connotations of the practice of 


yoga. 
Bio-Electrical Feedback 


This method, also known as Bio-Feedback, results from electronic techniques which 
permit operant conditioning of electronic brain rhythms (Alpha or Beta waves). 
Through the use of an electronic device similar to an electroencephalograph, a subject 
can sustain a desired level of electrical activity in the brain which can be conducive to 
various stages of meditation. It is difficult to ascertain the potential of this method as 
an alternative to drug use since its development is still at an exploratory stage and 
hence is used by relatively few people. It may, however, represent a bridge between 
Western technology and Eastern mysticism which might provide a model for individu- 
als seeking meditative or transcendental experiences without the use of drugs. 


Educational Alternatives 


Every community has encountered the teen-age drop-out who possesses high aca- 
demic potential. His academic decline is often characterized by truancy, falling grades, 
frequent and bitter denunciation of the educational system, a growing disrespect for 
most aspects of society and, eventually, withdrawal from school. Efforts to direct these 
young people back into the formal school system usually fail because they still feel 
resentment against the methods and approaches normally employed in our educa- 
tional systems, lack patience with the rate at which work advances in school and, in 
some cases, eventually find themselves beyond an age at which they can rejoin the 
grade they left. In the view and experience of some observers, these young people are 
at considerable risk to non-medical drug use, often with serious legal and medical 
consequences. 


Arousing these young people from their attitudes of boredom and lethargy may 
require almost superhuman effort. Although they have opted out of normal adoles- 
cence, many of them exhibit immaturity in coping with the day-to-day problems of 
life. If they are to be re-motivated, they must be stimulated, encouraged and presented 
with considerable personal challenges through quite unorthodox methods of learning. 
Any attempts to persuade them to pursue further education will require an alternative 
educational plan. One such plan has been initiated in Hamilton, Ontario, for a 
population of young chronic drug users, and has received the support of some sectors 
of both the professional and business community of that city. The plan is called Cool 
School. 
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In the initial stages of designing this program, interviews were conducted with a 
number of young people whose inadequate academic performances contrasted with 
their measurable potential. They were highly critical of their experiences in high 
school. They found it uninteresting and, in some cases, so lacking in content that they 
became bored and failed examinations. They decried the limited opportunities for 
participation by students and the excessive amount of memorizing. They felt the 
teachers lacked humour and treated students like puppets. In short, they believed the 
system offered too much teaching and too little learning. 


More positively, these young people felt that education should equip students to 
relate effectively to other people, to learn useful information about the world and 
systematically arrive at solutions to problems. They felt education should provide 
opportunities to develop physically, to prepare students for future vocational or 
academic activities of the students’ own choosing and, in general, for adult life. 


From these observations, Cool School designed a program that pursves roughly the 
following course: 


(1) Students selected must have better-than-average academic ability, must have 
failed in the school system and are seen as being at risk to chronic multiple-drug 
use. 

(2) The students selected are then evaluated and tested for their medical condition, 
physical fitness, experience, skills, interests and present knowledge. They are 
also given psychological tests and their background personal history is recorded. 

(3) The students then form a working unit which is concerned with the self- 

expression and personality development of the individuals in it and demands a 

high standard of academic content and achievement. 

Ideally, the group will live together, although as a minimum, personal study 

areas are required as well as a common room for frequent meetings of the 

group. 

(5) Although different individuals will achieve different rates of progress, the 
program is designed to motivate and enable a participant to complete Grade 
Thirteen in two calendar years. 

(6) The program also establishes a plan for persona! health and recreation that can 
be continued through adult life. 

Throughout this program, the student has a joint responsibility with the teacher for 
his own learning. His role is somewhat that of an apprentice, and in this role he relates 
to the instructor who generally comes from the world of work and whose role is to 
advise, organize and stimulate. The students use the resources of this community, 
rather than duplicate them in a school setting. 


(4 


— 


At this point in time, the program can only be described, since it has not been 
functioning sufficiently long to determine its effectiveness. 


102 


APPENDIX B 
COST ESTIMATE OF A TREATMENT COMPLEX 
The Commission has undertaken a comparative study of the costs (per diem) of the 


different methods of managing or treating a person dependent on opiate narcotics in 
institutional settings. These are the relative daily expenditures: 


in a half-way house without special program: $ 7.50 
in a therapeutic community: 10.00 
in a Federal penitentiary: 16.30 
in a prison (Quebec): 20.54 
in a correctional institution with a (men) 24.00 

remedial program (Matsqui): (women) 66.00 


Simple methadone maintenance without an adjuvant treatment and rehabilitation 
program would probably cost about $1,000.00 a year per person ($2.75 per diem). 


The operating cost of a fully equipped treatment complex using methadone or 
antogonist maintenance for persons dependent on ‘hard’ drugs (opiate narcotics, and, 
in the future, possibly speed or cocaine) in a centre which could care for about 50 
patients living in the community can also be estimated. To be able to cover the full 
range of acute and follow-up diagnostic testing (medical, psychological and chemical), 
acute and chronic treatment and rehabilitative aftercare, such special centres would 
require at least the following staff: 1 psychiatrist, 2 nurses, 1 clinical psychologist, 2 
social workers, 1 job rehabilitation officer, | occupational therapist, 1 pharmacist. The 
treatment centre should be located in a building equipped with offices, an infirmary 
with 4 beds, a laboratory, a dispensary, a lounge and a workshop. The operating cost 
of such a centre is estimated ‘at about $125,000 per annum. A sufficient number of 
centres to care for 1,000 drug-dependent persons would cost about $2,500,000 per 
year. 

Based on this estimate, the cost of providing therapeutic care for a drug-dependent 
person in such a centre would be between $7.00 and $10.00 per day—a figure which 
compares favourably with the cost of therapeutic communities and is well below the 
cost of imprisonment in penal institutions. 
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NOTES 


Recent clinical trials showed that another suppressor of narcotic withdrawal 
symptoms—1l-methadyl acetate—was effective when administered only three 
times per week, but was otherwise indistinguishable from methadone to the 
dependent persons and observers. Since for the next year or two only limited 
amounts of the new substance will be available, the authors suggest that 
l-methadyl acetate at present be given to patients on methadone maintenance 
programs only on Fridays to carry them over the week-ends without obliging 
them to come to the clinic Saturdays and Sundays. [Jaffe, J. H., & Senay, E. C. 
Methadone and 1-methadyl acetate. Use in management of narcotics addicts. 
Journal of the American Medical Association, 1971, 216(8).] 


Speakers at the Commission’s public hearings mentioned the fear and dislike of 
young persons for hospitals; the sterility and structure of the hospital setting, 
where, in the midst of a bad drug trip, one may have to wait two hours to see a 
psychiatrist and then be asked his name, social insurance and hospital insurance 
number; the fear of young persons that the doctors might call the police; their 
fear that the doctors would contact their parents; and the inability or reticence on 
the part of many doctors to deal pleasantly, if at all, with drug cases. 
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py. controlled (heroin) 
Commission recommendations, 31 
See also specific drugs 
Prevention of drug use, Commission recom- 
mendations, 32, 41 
Prisons, treatment in, 10, 11-13, 85, 89 
Alex G. Brown Memorial Clinic, 11-12 
Boulder Bay, 89-90 
Matsqui Institution, 12, 13 
Oakalla Prison, 11 
Vanier Centre for Women, 12 
See also Civil commitment 
Probation Officers, 10, 29. See also law and 
treatment, under specific drugs 
Problem drinkers, defined, 42. See also 
Alcohol, dependence, and Drug 


Panic, 


See Alternatives to 


users, description 
Progression theory, 41 
Psychedelic drugs. See Hallucinogens 
Psychedelic experience, 77-78 
Psychiatric treatment, 85. See also Psycho- 
therapy 
Psychic manifestations of drug overdose. See 
adverse reactions and overdose 
under specific drugs 
Psychoactive prescription drugs, See Tran- 
quilizers, major 
Psychoanalysis. See Psychotherapy 
Psychodrama, 99. See also Psychotherapy 
Psychopharmacology, defined, 1 
Psychoses and mental illness, 34, 40, 64. See 
also. Paranoid behaviour; Schizo- 
phrenia, and adverse reactions and 
overdose under specific drugs 
Psychotherapy, 8, 9, 32, 39, 52, 59, 78-79, 
$2-83.085,.86, 07, 892.90, 93,94: 
Bis, SE) 
attack therapy, 82 
behaviour therapy, 8 
encounter therapy, 9, 86, 87, 99 
Gestalt therapy, 99 
group therapy, 39, 82, 85, 86, 89 
hypnotherapy, 52 
in therapeutic communities. See Thera- 
peutic communities 
milieu therapy, 52 
psychiatry, 85 
psychoanalysis, 8 
psychodrama, 99 
‘talking down’, 8, 78-79, 94, 96 
Commission recommendations, 32 


Queen Street Mental Health Centre, Toronto, 
40 


Re-entry. See Therapeutic communities, goals, 
and specific therapeutic communt- 
ties 

Rehabilitation services, 39-40, 45, 94. See 
also Alcoholics Anonymous; 
Community services; Consultation 
and advice, and Halfway houses 

Relapse, 9, 37-38. See also Therapeutic 
communities, success and evalua- 
tion, specific types of treatment 
and specific drugs 

Religion and treatment, 40, 45, 48, 78, 100, 
101. See also Appendix A 

Renal function. See Diuresis; Hemodialysis, 
and adverse reactions, and overdose 
under specific drugs 

Respiratory complications, 59, 60, 64, 66, 68, 
10, 73. See also adverse reactions 
and overdose under specific drugs 

Revolving door syndrome, 43, 44, 95. See 
also Alcohol, law and treatment, 
drunk tanks 
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Ritalin® (methylphenidate) NOT used for 
barbiturate overdose, 62, 73 

Riverside Hospital, N.Y., 23 

Robinson v. California, 13, 14. See also Civil 
commitment 

Rogers, C., 99 

Ruitenbeek, H.M., 82, 83 

Rush, B., 39, 50 

‘Rush’. See Amphetamines (speed), effects 
and Amphetamines (speed), moti 
vations to use 

Ryagarden, 39 


Salvation Army, 48 

Sanyasis, 4 

Schizophrenia, 64. See also Psychoses and 
mental illness, and psychosis and 
mental illness under specific drugs 


Scientology, 40. See also Religion and treat- 
ment 

Scopolomine, See Atropine, drugs 

Secondary complications of drug use. See 
adverse reactions and overdose, 
secondary complications wunder 
specific drugs 

Sedatives in amphetamine (speed) withdrawal. 
See Amphetamines (speed) de- 
pendence, treatment 

Sex and drugs, 91, 113, 387 

Shock, 5, 35, 66, 70. See also adverse 
reactions and overdose under 
specific drugs 

Sickness, defined, 1-4 

Side-effects. See adverse reactions and over- 
dose under specific drugs 

‘Skid Row bums’. See Drug users, description 

‘Smack’. See Opiate narcotics, drugs 

Smith, D.E., 22 

Social agencies, 41. See also Salvation Army 
and YMCA 

Social model of sickness, 2-3. See also Sick- 
ness, defined 

Solvents. See Volatile solvents 

Sominex®, See Atropine, drugs 

‘Speed’. See Amphetamines (speed) 

‘Speed freaks’. See Drug users, description 

Stabilization. See controlled (heroin), dosage 
and substitution (methadone), 
dosage under Maintenance therapy 


Stimulants. See Amphetamines (speed); 
Cocaine and _ methylphenidate 
(Ritalin®) 


Stramonium. See Atropine, drugs 

Stupor, 5, 73. See also adverse reactions and 
overdose under specific drugs 

Substitution maintenance. See Maintenance 
therapy, substitution (methadone) 

Suicidal tendencies, 33, 35 

Suicide, 33, 72. See also Death 

Sweden: 

extent of amphetamine (speed) use in, 

38-39 


Medical Board. Committee for the care of 
Narcotic Addicts, 39 
treatment of drug users in, 34, 38-40 
Symptoms. See specific disorders and symp- 
toms 
Synanon, 17, 39, 48, 81-84, 85, 87, 97, 99 
and other therapeutic communities, 84, 85, 
87 
attitude to drugs and drug use, 83 
attitude to professionals, 82, 84 
attitude to violence and asocial behaviour, 
82 
entry requirements, 81 
facilities, finance and plant, 81, 83 
goals, 83 
philosophy, 81, 82, 83 
program, 82, 83 
success and evaluation, 83-84 


‘Talking down’, 8, 78-79, 96. See also Hall- 
ucinogens, bad trips; Psychedelic 
experience, and Psychotherapy 

Tang ® 25, 30. See also Maintenance therapy, 
substitution (methadone) 

Temposil ® (calcium carbimide), 50. See also 
Alcohol, dependence treatment, 
antagonists 

Tetanus and drug use, 5, 35-36. See also 
adverse reactions and overdose, 
secondary complications under 
Amphetamines (speed), and Opiate 
narcotics 

Therapeutic communities, 10, 12, 13, 20, 38, 
39, 81-92, 94, 96 

attitude to drugs and drug use, 9, 81, 91 
attitude to professionals, 81 
Commission recommendation, 92 
defined, 81 
goals, 81 
programs, 9, 81, 91-92, 99 
staffing, 81, 91 
Commission recommendation, 92 
success and evaluation, 91, 92 
Commission recommendations, 41, 92 
See also specific therapeutic communities 

Therapeutic intervention (general), 6-9 

Tolerance. See tolerance under specific drugs 
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Toxic psychosis, 64. See also Atropine ad- 

verse reactions and overdose, and 

Psy choses and mental illness 

34. See also administration and 

secondary complications under 

Amphetamines (speed), and Opiate 

narcotics 

Trafficking in illegal drugs. See Illicit dis- 
tribution of drugs 

Tranquilizers, major: 

adverse reactions and overdose, 60 
death, 72 


‘Tracks,’ 
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symptoms, 72 
treatment and detoxification, 72 
drugs: 
phenothiazines, 66, 72 
rauwolfia alkaloids, 72 
MAO inhibiters, 72 
tricyclics (Tofranil®), 72 
effects, 72 
medical use, 66, 72 
Tranquilizers, minor: 
adverse reactions and overdose, 72 
death, 72 
drugs: 
chlordiazepoxide (Librium ®), 40, 62 
diazepam (Valium ®), 8, 40, 50, 60, 64, 
TOs 7310-10, 19, 80 
elutethimide (Doriden ®), 60 
meprobamate (Equanil ®, Miltown ®), 
60 
medical use, 8, 40, 50, 62, 70, 73, 75-76, 
79, 80 
Transcendental meditation, 99-100. See also 
Religion and treatment 
Transient Youth, 94. See also Community 
Services. 
Trauma, 62, 80 
Treatment, definition and goals, 6, 37-38. See 
also specific disorders and thera- 
peutic agents. 
Treatment costs, 103 
Treatment modalities, 7-9. See also specific 
modalities 
Treatment, types of: 
alleviation of effects, 6 
compensatory, 6 
removal of causes, 6 
symptomatic, 6-7, 22-59, 64, 68, 73 


Tricyclics (Tofranil®). See Tranquilizers, 
major 
Trigg, H.L., 28 


Trussel, R.E., 28 
Tuinal ® (amobarbital). See Barbiturates, 
drugs. 


Unconsciousness, 59. See also Coma 
United Nations, Economic and _ Social 
Council, 20 
United Nations, Single Convention on Nar- 
cotic Drugs 1961, 20 
United Nations, World Health Organization. 
See World Health Organization 
United States 
Department of Health, Education and 
Welfare, 36 
Laws, Narcotic Addict Rehabilitation Act, 
1966 (NARA) 13, 15 


National Institute of Mental Health, 
Clinical Research Center, Lexing- 
ton, Ky., 16 


Supreme Court, 13 
‘Uppers’. See Amphetamines (speed) 
Uppsala, 39 
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Urinalysis, 85, 86, 88, See also Maintenance 
therapy, substitution (methadone), 
monitoring 


Vaillant, G.E., 10 
Valium ® See Diazepam and Tranquilizers, 
minor, drugs 
Vanier Centre for Women, 12. 
Prisons, treatment in 
Veneral disease, 94. See also Drug users, 
descriptions; Sex and drugs, and 
adverse reactions and overdose 
under specific drugs 
Violent crimes, 14. See also attitudes to 
violence and asocial behaviour 
under therapeutic communities 
Vitamins: 
for alcohol overdose, 62. See also Alcohol, 
adverse reactions and overdose 
for amphetamine (speed) withdrawal, 40. 
See also Amphetamines (speed), 
dependence, treatment 
Voegtlin, W.F., 52 
Volatile solvents: 
Adverse reactions and overdose, 73 
death, 73 
symptoms, 73 
treatment of, 73 
drugs, 73 
Voluntary commitment. See Civil commit- 
ment 


See also 


Wallace, R.K., 100 

Wallerstein, R.S., 52 

Wieland, W.F., 24, 27, 28 

Wieland-Moffat Study, 27 

Withdrawal as treatment modality. See 
dependence, treatment under 
specific drugs 

Withdrawal syndrome. See 
syndrome 

World Health Organization, 42 

Wood, R.W., 16 


Abstinence 


X-Kalay: 
entry requirements, 87 
facilities, finance and plant, 87 
goals, 87 
program, 87 
staffing, 87 
success and evaluation, 87 


Yablonsky, L., 82, 83, 84 

YMCA, 98 

Yoga, 40, 101. See also Religion and treat- 
ment 

Youth services, 93, 95. See also Community 
services and Consultation and 
advice 
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